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Abstract

In older adults, hypertension is not only common but also a significant contributor to adverse cardiovascular and cognitive
outcomes. However, in the presence of concomitant geriatric syndromes and reduced physiological reserve, managing blood
pressure in later life becomes increasingly complex. While landmark clinical trials demonstrate that treatment reduces
cardiovascular events and mortality in selected older populations, intensive blood pressure lowering is shown to increase
adverse events such as hypotension, syncope, and acute kidney injury. Against the backdrop of reverse epidemiology, where
tighter blood pressure control has been associated with higher mortality, particularly in frail older individuals, it is noted that
optimal blood pressure target is not a one-size- fits- all strategy. Recent international hypertension guidelines reaffirm the
importance of tight blood pressure control for most patients, while placing greater emphasis on more relaxed targets in the
context of frailty and advanced age. This narrative review summarises the key evidence and discusses a pragmatic, patient-
centred approach to blood pressure management in older adults.

INTRODUCTION
In 2025, South Africa had more than 6.6 million individ-

uals aged 60 years and older, representing approximately
10.5% of the total population.(1) Hypertension is among
the most prevalent conditions in this group.(2) A 2013, a
national population- based study (n= 3840) reported that
77,3% of individuals aged > 50 years were hypertensive.(3)

Older adults represent a heterogeneous group, ranging
from robust individuals to those with frailty, multimorbid-
ity, and limited life expectancy, all of which influence both
the pathophysiology and management of hypertension.

Ageing is associated with increased arterial stiffness,
resulting in isolated systolic hypertension and widened
pulse pressure, thereby increasing the risk of strokes, heart
failure, and vascular dementia.(4) Concurrently, age-related
attenuation of baroreflex responses to postural changes pre-
disposes older adults to orthostatic hypotension and blood
pressure (BP) variability.(4)

A key challenge in managing hypertension in older adults
is translating evidence from randomised controlled trials
into routine clinical practice. Although several landmark
trials have evaluated treatment in older populations, indi-
viduals with advanced frailty, cognitive impairment, and

those residing in long-term care facilities remain under-
represented. Consequently, uncertainty persists regarding
optimal BP targets in the very old and in those with com-
plex health comorbidities.

This narrative review highlights key geriatric considera-
tions and proposes a pragmatic approach to hypertension
management in older adults.

LITERATURE SEARCH STRATEGY

‘This narrative literature review included peer-reviewed
publications on hypertensive management in older adults.
Case reports and non-peer-reviewed sources were excluded.
Recent guidelines and landmark clinical trials were priori-
tised to ensure contemporary relevance.

PAST AND PRESENT EVIDENCE ON
HYPERTENSION MANAGEMENT IN OLDER ADULTS

Several landmark trials have shaped current understanding
and guideline recommendations for hypertension manage-
ment in older adults. Early randomised trials, including the
Systolic Hypertension in the Elderly Program (SHEP)
and the Systolic Hypertension in Europe Trial (Syst-Eur),
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demonstrated that treatment of isolated systolic hyperten-
sion in adults aged > 60 years significantly reduces the risk
of stroke and major cardiovascular events.(5,6) In SHEP, a
diuretic-based regimen reduced stroke risk by 36%, while
in Syst-Eur, a calcium-channel-blocker-based therapy
reduced stroke by 42%, establishing the benefit of treating
systolic hypertension in older adults.(5,6)

'The Hypertension in the Very Elderly Trial (HYVET)
evaluated indapamide, with or without an angiotensin-con-
verting enzyme inhibitor (ACE-I), in individuals aged =
80 years. This randomised control trial demonstrated sig-
nificant reductions in stroke, heart failure and all-cause
mortality (30%, 64%, and 21% respectively), supporting the
benefits of antihypertensive therapy even in the very older
individuals.(7)

These trials generally adopted more conservative blood
pressure targets. SHEP aimed for systolic blood pressure
(SBP) <160 mmHg or a reduction of > 20 mmHg ( if
baseline SBP was 160-179 mmHg ); Syst-Eur targeted
SBP <150mmHg; and HYVET targeted< 150/60mmHg.
Despite these less intensive targets, substantial reduc-
tions in stroke and cardiovascular events were observed.
Importantly, participants were predominantly healthier,
community-dwelling older adults, while those with frailty,
significant disability, orthostatic hypotension, significant
cognitive impairment, or complex multimorbidity were
largely excluded.

More intensive targets, as in the Systolic Blood Pressure
Intervention Trial (SPRINT), showed that among partic-
ipants aged > 75 years (28% of the cohort), targeting SBP
< 120 mmHg resulted in a lower incidence of major car-
diovascular events and all-cause mortality compared with
a target of SBP < 140 mmHg.(8) However, similarly to
earlier trials, individuals with advanced frailty, nursing
home residence, or cognitive impairment were excluded, as
were participants with conditions common in older adults,
including decompensated heart failure, prior stroke, and
diabetes mellitus. Furthermore, the intensive- treatment
group experienced higher rates of adverse events, includ-
ing hypotension, syncope, electrolyte imbalances, and renal
dysfunction.(8)

Observational data from the Predictive Values of Blood
Pressure and Arterial Stiffness in Institutionalized Very
Aged Population Study (PARTAGE) reported higher
mortality among frail institutionalised older adults with
SBP <130 mm Hg receiving 22 antihypertensive drugs
(32.2%) compared with those receiving 0-1 agents (19.7%)
(adjusted hazard ratio, 1.78; 95% CI, 1.34-2.37; P < .001).
)

The RETREAT-FRAIL Trial enrolled frail nursing-
home residents aged > 80 years receiving > 2 antihyper-
tensive agents with SBP <130mmHg. Protocol-guided
deprescribing resulted in only a modest increase in SBP
(4.1 mmHg) and did not significantly affect mortality or

cardiovascular outcomes.(10) These contrasting findings

suggest that routine deprescribing may not improve sur-
vival but also does not cause significant harm and may
still be appropriate in the presence of adverse outcomes
(e.g., hypotension), polypharmacy, or when aligned with

patient-centred goals of care.

FRAILTY, MULTIMORBIDITY AND OVERTREATMENT

In older adults with multimorbidity, a disease- orientated
approach may lead to overtreatment and iatrogenesis.(5)
Geriatric syndromes, such as falls, cognitive impairment
and functional decline, sit at the interface between what
the guidelines say and real-world practice.

Frail older adults with multimorbidity may demonstrate
patterns consistent with reverse epidemiology.(11) Several
observational studies suggest that higher SBP may be pro-
tective in frail individuals, especially those with a slow
walking speed. At the same time, low blood pressure is
associated with increased mortality, disability and can lead
to institutionalisation.(12,13) This phenomenon challenges
the application of very strict adherence to guidelines in
frail older adults.

Tight blood pressure control reduces long-term cardi-
ovascular events; however, in frail individuals, it may pre-
cipitate clinically significant harms, including falls and
functional decline.(5) The immediate harm from these
complications can far outweigh the delayed benefit of
cardiovascular risk reduction. Other geriatric syndromes,
including delirium and incontinence, may emerge as the
initial manifestation of treatment burden or as medication
side effects.

Functional outcome may therefore take precedence over
the traditional cardiovascular endpoints, including myocar-
dial infarction, stroke and heart failure. Preserving mobility,
independence, continence, and cognitive function is often
more meaningful to the frail older adult than long-term
risk reduction.(14)

The goal of care in treating frail older adults with multi-
morbidity is to match treatment intensity to physiological
and functional reserve, in the context of competing risks
and patient priorities.

Figure 1 illustrates the complex interplay among frailty,
intensive blood pressure lowering, and geriatric harm in
older adults.

GUIDELINE TARGETS AND WHERE THEY DIFFER IN
THE GERIATRIC POPULATION

South African guidelines (2011) recommend a target BP
of <140/90 mmHg, emphasise gradual BP reductions, and
promote assessment for orthostatic hypotension in older
adults, but provide limited guidance for frail or multimor-
bid populations.(15) Between 2019 & 2026, three major
international hypertension guidelines were published.(16—
18) While all share fundamental principles, they differ in
their approach, reflecting the heterogeneous nature of BP
management in older adults. Table 1. Compares the major
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Figure 1: The interaction between frailty, intensive blood pressure lowering, and geriatric harm in older adults.

hypertension guidelines (2019-2026), including treatment
initiation threshold BP targets, and key considerations
about older adults.

PRACTICAL CLINICAL APPROACH

Drug review and deprescription of non-beneficial or harm-
ful drugs is a crucial step in the comprehensive geriatric
assessment. Increasing evidence suggests that certain
patients may benefit from deprescribing, especially when
the treatment burden outweighs the potential benefits.
(19,20) This is especially relevant in the context of ortho-
static hypotension (OH), a common and often under-rec-
ognised condition in older adults.

OH is associated with an increased risk of falls, cardiovas-
cular events, and mortality.(21) In all older adults, BP should
be measured after 5 min of supine rest and again at 1min and
3 min after standing. Failure to assess for OH may lead to
overtreatment based on seated readings, increasing the risk
of iatrogenic harm, particularly in frail individuals.

The following framework outlines a practical approach
to populations underrepresented in clinical guidelines.

ROBUST OLDER ADULTS

a) A robust older individual with hypertension, without
orthostatic hypotension or falls, should be managed
according to standard guidelines, including lifestyle
modification and pharmacotherapy. Blood pressure
targets vary by guideline, as mentioned above.

b) Management may differ for an otherwise robust
individual presenting with recurrent falls and ortho-
static hypotension. This may reflect iatrogenesis, a
well-recognised geriatric syndrome, commonly associ-
ated with antihypertensive therapy. Current guidelines
provide limited direction on BP targets in this context.
Management should, however, prioritise fall preven-
tion, including medication review and consideration
of dose reduction or deprescribing. When initiating
BP treatment, start with the lowest effective dose and
titrate slowly to reach the target BP level. Less strin-
gent BP targets may be appropriate, with individual-
ised decision-making that balances cardiovascular risk
reduction, fall risk, and quality of life.

PREFRAIL / MULTIMORBID ADULTS

a) Pre-frailty is potentially reversible. Management should
focus on reversing this state through multifactorial
interventions, including physical, nutritional, and social
strategies. The patient’s updated frailty status should
then guide hypertension management — managed as
robust if improved, or frail if progression occurs.

b) In individuals with multimorbidity, hypertension
management is guided by comorbid conditions. Drug
choice and BP targets should align with disease-
specific recommendations. Hypertension with chronic
kidney disease and proteinuria, first-line therapy
includes an ACE inhibitor or an ARB.(22) However,
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Table 1: Comparison of major hypertension guidelines (2019-2026), including treatment initiation thresholds, blood

pressure targets, and key considerations.(16-18)

Guideline When to Start BP Target (General) BP Target (TOD / Caveats / Special
Treatment Comorbidities) Notes

ESC 2024 Treat all >2140/90; 120-129/ 70-79 Same target generally Strong emphasis on
consider treatment mmKHg applies even with individualisation in 285
at 120-139/70-89 if CVD, CKD, diabetes, yrs, frailty, orthostatic
CVD, CKD, diabe- HMOD hypotension, limited
tes, FH, HMOD, lifespan (<3 yrs); no
or 10-year predicted clear alternative targets
CVD risk of 210% post-risk stratification
after lifestyle trial

ACC/AHA 2025 Treat all 2140/90; treat  <130/80 mmHg SBP <120 mmHg Limited guidance in
130-139/80-89 if encouraged in those frail/>80 yrs; rec-
CVD, diabetes, CKD, with CVD risk ommends shared
or high 10-year risk of decision-making in
CVD frailty or limited life

expectancy

NICE 2019 Treat all 2160/100; <140/90 (<80 yrs); <130/80 for significant ~ Age-based targets;
treat 140-159/90-99 <150/90 (=80 yrs) CKD (ACR >70mg/ lacks frailty/cognitive/
if TOD, CVD, CKD, mmol); <140/90 for functional stratification
diabetes, or 10 year milder CKD
CVD risk 210% risk; (ACR <70mg/mmol)
consider in >80 yrs if
>150/90

Abbreviations: BP = blood pressure; SBP = systolic blood pressure; CVD = cardiovascular disease; CKD = chronic kidney disease; TOD = target
organ damage; HMOD = hypertension-mediated organ damage; FH=Familial hypercholesterolaemia; ACR = albumin-to-creatinine ratio; ACC/
AHA = American College of Cardiology/American Heart Association; ESC = European Society of Cardiology; NICE = National Institute for

Health and Care Excellence.

the Kidney Disease Improving Global Outcomes
(KDIGO) guideline recommends a SBP of <120 mmHg
(standardised measurement), with limited guidance for
older, multimorbid, or high-risk patients.(22) A more
pragmatic and personalised approach, considering
frailty status, therapeutic goals, cardiovascular benefits,
and risk of adverse events, should be recognised.

c) In the absence of specific indications or contraindica-
tions, ACE inhibitors, angiotensin receptor blockers
(ARBs), and calcium channel blockers (CCBs) are
generally preferred in older adults. Alpha — and beta-
blockers are associated with a higher risk of orthostatic
hypotension, while diuretics may also contribute.(21)

FRAIL OLDER ADULTS / ADVANCED COGNITIVE
IMPAIRMENT/NURSING HOME RESIDENTS

In frail older adults, evidence remains limited; however,
there is consensus that in those with advanced frailty, sig-
nificant cognitive impairment, or limited life expectancy,
the benefits of antihypertensive treatment may be mini-
mal — particularly in the presence of adverse effects. In
such cases, clinicians, in consultation with patients and
their families, may prioritise comfort and quality of life,

including deprescribing. Here, the potential cardiovascular
benefit is often outweighed by treatment burden and poly-
pharmacy.(23)

SPECIAL CONSIDERATIONS WHEN
DEPRESCRIBING ANTIHYPERTENSIVES

Deprescribing is the process of withdrawal of an inappro-
priate medication, supervised by a health care professional,
to manage polypharmacy and improve outcomes.(24) It
requires knowledge of potential adverse effects and consid-
eration of patient factors across physical, social, and psycho-
logical domains.(25) It is appropriate when antihypertensive
therapy no longer corresponds with care objectives, especially
in end-of-life, where preventive benefits are limited.

Importantly, while medication review is essential,
discontinuation of antihypertensives prescribed for
other indications (e.g., beta-blockers for heart failure
or atrial fibrillation, ACE inhibitors for cardiac or renal
protection, or alpha-blockers for prostatic symptoms)
without careful consideration can worsen underlying
conditions.(26)

As a guide to these challenges, tools such as STOPP/
START (27) and the American Geriatrics Society Beers’
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Criteria (28) assist in evaluating the appropriateness of
medications, identifying potentially inappropriate medica-
tions (e.g., central alpha-2 receptor agonists and non-se-
lective peripheral alpha-1 blockers), and recommending
suitable alternatives, particularly for this high-risk older
population.

CONCLUSION

Managing hypertension in older patients presents a chal-
lenge due to the heterogeneity of this population. While
antihypertensive therapy clearly reduces cardiovascular
events and mortality, older individuals are more vulnerable
to iatrogenic harm, particularly in the presence of frailty,
multimorbidity, and polypharmacy.

Treatment decisions should extend beyond chronologi-
cal age to include frailty, comorbidities, polypharmacy, and
life expectancy. Blood pressure targets must balance car-
diovascular risk reduction with preservation of function,
independence, and quality of life.

Frail individuals and those with limited life expectancy
often require less stringent targets, whereas robust older
adults may benefit from more intensive control. Ultimately,
management should be individualised, aligning treatment
intensity with physiological reserve and competing risks.
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