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INTRODUCTION:

IHigh blood pressure is the single most common chronic heaith problen of the entire world today
including Pakistan. There were 10.8 million hypertensives according to the national health survey
1994 in population estimated to be 91 million according to 1991 population
estimate of Pakivian. There are now 12 million hypertensives ina population of 130 million according
1o 1998 estimates. Cardiovascular eauses are major contributor o mortality in Pakistan (demographic
sarvey Pakistan 1992). More than 60% of Paldistani paticnts e notaware that they are suffering from
hypertension (compared to 30% unaware in USA). While only 3% hypertensives are adequately
controlled in our population (compared to 27% controlled in USA). According to the recent PMRC
survey in the entire country, 17.9% of population above the age of 15 suffers from hypertension,
while one in 3 persons above the age of 45 suffers from hypertension. In short, Hypertension is a
major cause of morbidity and second commonest cause of mortality in most developing countries
(WO, data), and, increasing severity of hypertension is dircctly related to increased morbidity and
mortality.

BLOOD PRESSURE LEVELS AND TARGETS:

The normal level of blood pressure 15 <130 .‘\'ynm]il. (mm g and <85 mm | 1;‘; Diastolic. The ideal
blood pressure is < 120 mun g Systolic and <80 mm g Diastolic.

A level of systolic BP 140 or more & diastolic of 90 mm Hg or more, persistent on repeat meacurements
at periodic intervals, is confirmatory of diagnosis of hypertension.

Target blood pressure for patient with diabetes mellitus is 130 mm Hg or less systolic and diastolic
85 mm Hg or less.

Target BP for renal discase patients is 120 mm Hy o less systolic and diastolic 75 mm Hg or less.
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Isolated systolic hypertension in elderly is abnormal and target for systolic levels is 140 to 150 mm
Hg and diastolic BP 90 mm Hg or less.

CLASSIFICATION (INTERNATIONAL):

A. WHO-EMRO 96 1 - Hypertension with no risk factors and no organ damage.
I1 - Hypertension with risk factors alone.
II1 - Hypertension with organ damage.
IV - Hypertension with 1isk factors and organ damage.

B. THE SIXTH REPORT OF  Category Systolic (mm Hg)  Diastolic (mm Hg)

J.N.C. on Prevention, Optimal <120 <80
Detection, Evaluation Normal <130 <85
& Treatment- USA 97 High-normal 130-139 85-89
Hypertension
Stage 1 140-159 90-99
Stage 2 160-179 100-109
Stage 3 >180 >110

Isolated Systolic Hypertension: ~ Systolic 140 or more and DBP 90 mm Hg or less.
Stage I and 11 is more prevalent and maximum beneits accrue by treating this group of patients.

B.P. MEASUREMENT:

Hypertension should not be diagnosed on a single measurement. Initial elevated BP level should be
confirmed at least on two or more separate visits over several weeks. If Systolic is > 200 and Diastolic
> 120 mm Hg it will require immediate evaluation & treatment. .

Patient should be relaxcg and BP should be recorded in BOTH ARMS and repeated after 5 minutes.
If above normal values are obtained, the higher value should be raken as a valid measure of BP reading
and the respective arm should be specified. Measurement should be taken preferably with mercury
zlphygmomanomcter, a recently calibrated ancroid manometer or an approved calibrated electronic

evice.

TECHNIQUE OF MEASUREMENT:

The instrument should be placed on a horizontal surface with the mercury column vertical
and the cuff adjusted firmly, but not too tightly so as not to interfere with blood flow in the arm. Some
mercury manometers mounted on a stam? have a slanted mercury column for ease of reading but are
corrected for this tile by the manuficturer. The examiner locates the brachial pulse in the antecubital
fossa and places a stclhosco{fc over the artery. The cuff is then inflated rapidly to 20-30 mm Hg above
the pressure at which the radial pulse disappears to palpation. The cuff is gradually deflated ar a constant
rate of not more than 2-3 mm Hg per second. The mercury column is watched continuously and
catefully. The point at which arterial sounds first appear is taken as the systolic pressure (Phase 1). The
point at which the
arterial sounds disappear as is taken as the diastolic pressure (Phase V).

Ambulatory BP monitering may be required in certain situations. This methodology is rapidly evolving
but is not yet part of StanCEll’d routine evaluation. 2



Appropriate cuff size: Width of cuff bladder (cm) and length of inflamble bladder (cm):-

WIDTH OF CUFF LENGTH OF BLADDER
New born 25-4.0 5.0-10.0
Infant 6.0-8.0 12.0-13.5
Child 9.0-10.0 17.0-22.5
Adul 12.0-13.0 22.0-23.5
Large adul arm 155 30.0
Adul thigh 18.0 36.0

DETECTION:
4o BP mecasurement on ecach palicm visit, whatever the reason for visit.
4 Healch Surveys & Hypertension days.
a  Casual BP reading should be repeated to establish the diagnosis of high blood pressure.

COMMUNITY PREVENTION OF HYPERTENSION:

Objectives :

4 Reducing the risk of developing high blood pressure in the population as a whole.

a Identification of individuals with high BP who are at increased risk of development of
complications.

s Development of model pilot projects in the country as per guidelines published by
WHO/NWHL/PHL.

Life Style modifications:

Weight Reduction.

Increase aerobic physical activity (30 te 45 min. walk most days of the week).
Sodium moderation ( not more 100 mmol per day or 6 gm sodium chloride).
Avoid tobacco in any form.

Control lipids, reduce intake of dietary saturated fats and cholesterol.
Maintain adequate intake of dietary potassium, calcium and magnesium.
Avoid alcohol intake.

EVALUATION OF PATIENT WITH HYPERTENSION:

Important Considerations.:-

o Does the patient have primary or secondary (possibly reversible hypertension)?
e Is target organ damage present?
o Are there cardiovascular risk factors other than hypertension present?

Medical History:-

e Presenting complaints and duration.
e Drevious history of myocardial infarction, stroke, diabetes and renal disease and peripheral vascular

disease.
e Family history of hypettension, myocardial infarction, strokes, diabetes and peripheral vascular

disease. 3



® Drug his[ory, c.g. use of nonsteroidal anti ~inﬂ;tmm;u0ry drugs, oral contraceptives, corticosteroids.

o Previous therapies/previous adverse reactions to drugs.
o High risk behavior, such as smoking, stress prone pc:rs‘onality.

Physical Examination.-

To look for sign of secondary hypertension such as:
Cushing’s syndrome

Polycystic kidney

Renal artery stenosis
P’hacochromocytoma

Coarctation of Aorta

To look for sign of organ damage such as: )

m  Lcft ventricular hypertrophy and failure
(displaced apex impulse, gallop, rales)
Retinal changes
Peripheral pulse reduced
Peripheral pulses a-synchionous
Cercebrovascular discase

Minimum Investigations:

Urine analysis o Hacimatocrit
Blood Glucose e Scrum potassium and sodium
ECG e Scrum cholesterol

Serum Creatinine or blood urca nitrogen.
X Ray chest PA view (not I'L'C()“]I“C“j‘(_'ll by WHO/WEIL but recommended by
PHL in view of high prevalence of lung T.B3).

TREATMENT OF PATIENTS WITH HYPERTENSION:

Treatment Objectives:-

* To achieve BP conuol and maintain SBP < 140 mm Hg & DBP <20 mmllg
e Management of associated risk factors.

General Considerations:-

The benefit of treating even mild hypertension is well supported by clinical evidence. Recently concluded
Hypertension Optimal ‘Treatment trial (F1OT) has established safety and benefits of reducing pressure
to DBP levels as low as less than 80 mm Hyg resulting in reduced cardiovascular events especially in
the presence of Diabetes and renal disease. The stepped care approach to reducing BP has proved its
hencfit by reducing complications of Hypertension. However, the heterogeneity of Hypertension ie.
volume dependent, renin dependent, cardiogenic varieties, endothelial a%'sﬁmctiun and athiers, will
require individualization of treatment of Hypertension in future.

The optimal drug formulation should provide 24 howrs efficacy with preferably a once daily dose witli
at least 50% of the peak effect remaining at the end of 24 howrs. Long acting formulations that prov
24 hours efficacy are to be preferred over short acting agents because they are likely to improve
compliance, provide sustained control of Hypertension and protect againse sudden rise of BP due to
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