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SCREENING FOR CVD RISK FACTORS

RACIAL/ ETHNIC POPULATIONS 
The risk rates for CAD vary among ethnic groups in Canada. Individuals of South Asian ancestry have been found to be at the 
highest risk of developing CAD and other vascular diseases.10,11 The higher risk among South Asians is partly explained by an 
increased prevalence of abdominal obesity, glucose intolerance, hyper-triglyceridemia, low HDL-C levels, and elevated levels 
of Lp(a). Individuals of First Nations ancestry are also at markedly increased risk for Diabetes and CAD. 12 Individuals of South 
Asian, Chinese, and Japanese descent have lower cut-off points for waist measurement. 7, 8,10

WAIST CIRCUMFERENCE CUT-OFFS BY ETHNICITY

Criteria Men (cm) Women (cm)

ATP III criteria* > 102 > 88

Europids (white people of European origin, regardless of where 
they live in the world)

> 94 > 80

South Asians > 90 > 80

Chinese > 90 > 80

Japanese** > 90 > 80

Adapted from the Criteria for Abdominal Obesity as Proposed by the IDF Consensus Committee on the Metabolic Syndrome 13

ATP III = Adult Treatment Panel III

*  ATP III values for waist circumference continue to be the most common values used for clinical purposes; however, for white people of European origin, 

regardless of where they live in the world, the risk of CVD increases when the waist circumference rises above 94 cm in men and 80 cm in women 6, 9, 13, 14

**  There is a lack of agreement about ideal waist cut-off points for Japanese; however, the best agreement with CVD and Diabetes risk factors are 90 cm for 

males and 80 cm for females. 34

NOTES
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 HYPERTENSION
DIAGNOSIS OF HYPERTENSION
Source: Adapted from the Canadian Hypertension Education Program (CHEP). Recommendations for the Management of Hypertension 2006 and 2007. 7,15 

IF random office SBP >140 and/ or DBP >90 (SBP >130 and/ or DBP >80 if patient has DM or CKD)  

THEN schedule appointment for proper BP measurement within next few weeks. 

Visit 1 
Take proper BP measurement (page 13) + history + physical and/ or diagnostic tests.
If SBP >140 and/ or DBP >90 (SBP >130 and/ or DBP >80 if patient has DM or CKD) 
THEN schedule for second visit within 1 month.

Visit 3 (within 1 month)
Proper Office BP Measurement: If SBP >140 and/ or DBP >90 OR
Ambulatory BP Monitoring: If awake SBP >135 and/ or DBP >85 OR
Home BP Monitoring: If SBP >135 and/ or DBP >85

Diagnosis: 
HYPERTENSION

See Treatment Recommendations
(Next Page)

Examples of 
Hypertensive 
Urgency/ 
Emergency
•  Asymptomatic  

DBP >130
•  Hypertensive 

encephalopathy 
•  Acute aortic  

dissection 
•  Acute left  

ventricular failure 
•  Acute myocardial 

ischemia 

Visit 2 (within 1 month)

Borderline 
Hypertension:
SBP 130-139 and/ or
DBP 85-89
(<130/<80 if DM/ CKD)

SBP 140-159
and/ or
DBP 90-99

SBP >160 and/ or DBP >100
OR
SBP >140 and/ or DBP >90 plus target 
organ damage or DM or CKD

•  Proper BP measurement 
annually or as clinically 
indicated

•  Strong counselling 
around lifestyle factors

If concerned about White Coat 
Hypertension, arrange for:
1st:  Ambulatory BP monitoring (page 16 for 

referral information) or, if not available,
2nd:  Home BP monitoring (recommend 

patient purchase OMRON® BP  
monitors)

If hypertensive urgency/ emergency, TREAT IMMEDIATELY.

BP = Blood Pressure CKD = Chronic Kidney Disease DBP = Diastolic Blood Pressure DM = Diabetes Mellitus        SBP = Systolic Blood Pressure
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HYPERTENSION

TREATMENT OF HYPERTENSION
Source: Adapted from the Canadian Hypertension Education Program (CHEP). Recommendations for the Management of Hypertension 2006 and 2007. 7,15 

KEY CONSIDERATIONS:
•  Consider associated CVD risk factors when making treatment decision.
•  Treat to target (<140/90 mmHg; <130/80 mmHg in patients with Diabetes or Chronic Kidney Disease). 
•  To achieve targets, sustained lifestyle modification plus medication is usually required – add second or third medications  

if necessary.
•  Strategies to improve patient adherence to lifestyle modifications and antihypertensive therapy need to be incorporated in 

every patient’s management.

All patients: Lifestyle counselling
• Smoke-free environment
•  Achieve a healthy weight:  BMI: 18.5 - 24.9 kg/m2

   •  In those with BMI >25, start with weight loss target of 5% 
of body weight 

   •  Waist circumference: <102 cm in men, <88 cm for 
women (see page 10 for ethnic variations in cut-offs)

•  Engage in regular physical activity: 30 (up to 60) minutes 
of moderate intensity activity 4 - 6 days/ week

•  Sodium: <100 mmol/day (2300 mg or <1 teaspoon/ day)

•  Adopt healthy eating habits: high in fresh fruits, vegeta-
bles, low fat dairy products, dietary and soluble fibre, whole 
grains and proteins from plant sources, low in saturated fat/ 
cholesterol in accordance with Healthy Eating with Canada’s 
Food Guide

•  Alcohol: in moderation (<2 drinks/ day); maximum 9 drinks/ 
week for women

•  Stress reduction

When considering choice of first line therapy:
•  ACEI and ARBs are contraindicated in pregnancy; caution 

required in prescribing to women of child bearing potential
•  ACEIs are not recommended as monotherapy for black 

patients without another compelling indication
•  Beta blockers are not recommended for older patients 

without another compelling indication
•  Use potassium sparing agents to avoid diuretic-induced 

hypokalemia

If co-morbid condition present 
• Coronary Artery Disease (CAD)
• Diabetes Mellitus
• Chronic Kidney Disease (CKD)
• TIA/ Ischemic Stroke
• Non-diabetic CKD with proteinuria
include ACEI or ARB as part of treatment strategy

For patients >55 years
1. Diuretic or long-acting CCB
2.  Add alternative from (1) or ACEI  

(or ARB if ACEI not tolerated) 

Follow every few weeks until target  
BP achieved then every few months 

For patients <55 years
1.  Low-dose beta blocker or ACEI  

(ARB if ACEI not tolerated)
2.  Add diuretic and/ or long-acting  

CCB if necessary

Follow every few weeks until target  
BP achieved then every few months

If >79 years
Individualize treatment strategy: Plan a 
more gradual lowering of BP to target 

Refer to Hypertension Clinic or  
specialist with interest in  
hypertension:
•  If patients require more than 3  

medications to control BP
• If there are persistent side effects
•  Or if unable to control the  

hypertension

Follow-up Assessment:
• Assess adherence to treatment with every visit (more detail page 13)
• Simplify treatment regimes 
•  Behaviour modification: teach patients to take their pills on a regular schedule 

associated with a routine daily activity (e.g., brushing teeth)

Encourage self-management:
• Home BP monitoring: recommend Omron® monitors

Lifestyle modification is the cornerstone for the prevention and management of hypertension and CVD.
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SUPPLEMENTAL INFORMATION 
Source: Adapted from the Canadian Hypertension Education Program (CHEP). Recommendations for the Management of Hypertension 2006 and 2007. 7,15 

RECOMMENDED TECHNIQUE FOR OFFICE BLOOD PRESSURE (BP) MEASUREMENT

•  Measurements should be taken with a sphygmomanometer known to be accurate. 
•  Choose a cuff with an appropriate bladder width matched to the size of the arm. 

Arm Circumference Size of Cuff
18 – 26 cm  Child Model
26 – 33 cm  Standard Adult
33 – 41 cm  Large
>41 cm   Extra Large

•  Place the cuff so that the lower edge is 3 cm above the elbow crease and the bladder is centered over the brachial artery. 
•  Have the patient rest comfortably and quietly for 5 minutes in the seated position with back supported, legs uncrossed,  

arm bare, and ensure patient does not talk during BP measurement.
•  When first assessing blood pressure, take the blood pressure in both arms.
 •  For follow up blood pressure measurements, use the arm with the highest readings.
•  Take at least 2 measurements on the same arm.
•  Increase the pressure rapidly to 30 mmHg above the level at which the radial pulse is extinguished.
•  Place stethoscope over the brachial artery.
•  Deflate the cuff at the approximate rate of 2 mmHg per heart beat. 
•  Read the systolic level (the first appearance of a clear tapping sound) and the diastolic level (the point at which the  

sounds disappear). 
•  Continue to auscultate at least 10 mmHg below phase V to exclude a diastolic auscultatory gap. 
•  Document:
 •  BP to closest 2 mmHg on the manometer
 •  Arm used 
 •  Patient position (sitting, standing, supine)
 •  Heart rate

VALIDATED QUESTION TO ASSESS HYPERTENSIVE MEDICATION ADHERENCE 16

If you are currently on treatment with drugs to lower your blood pressure, tick one of the following statements which most 
accurately describes you:

•  I take my blood pressure pills every day regularly. I never forget to take them.

•  I take my blood pressure pills almost every day. Occasionally I forget.

•  Sometimes I either forget or decide not to take my blood pressure pills, for short periods of time (days).

•  I frequently forget or decide not to take my blood pressure pills for extended periods of time (weeks or months).




