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This section of the toolkit looks at ways of reducing the burden of
hypertension through prevention and control. It considers the broad
principles involved and some of the evidence supporting particular
approaches.

There are two basic elements to any strategy to tackle hypertension and reduce its burden:

• preventing it developing in the first place by reducing the modifiable risk factors, and 

• detecting, treating and controlling hypertension in those who already have the condition.

Preventing hypertension

There are two broad approaches to preventing hypertension:

• the whole population approach, and 

• the ‘at-risk’ individual or group approach.

These two approaches are not mutually exclusive, and it has been argued that both are necessary

in any comprehensive strategy.1

The whole population approach
The aim of this approach is to prevent hypertension by lowering average blood pressure by a

relatively small amount across a whole population. It has been estimated that a reduction as small

as 2mmHg in the average adult’s systolic blood pressure could save more than 14,000 UK lives per

year.2

By encouraging enough people to change their lifestyles sufficiently to lower their blood

pressure, large numbers are shifted to below the threshold for hypertension (140/90mmHg) (see

Figure 5). In other words, many cases of hypertension are prevented.
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The main lifestyle changes required to achieve this are:

• reduce the population average intake of salt to 6g per day as recommended by the Scientific

Advisory Committee on Nutrition3 (see Tool H9: Salt and hypertension, on page 87)

• increase potassium intake (by increasing fruit and vegetable intake to at least five portions a

day – excluding potatoes)

• control weight (to achieve a 10% weight loss in overweight/obese people)

• increase habitual physical activity (to a total of at least 30 minutes a day of at least moderate

intensity activity, on five or more days of the week for adults, and at least 60 minutes each day

for children)

• keep alcohol intake within recommended benchmark limits for either sex.

Advantages of this approach are:

• Large numbers of people can benefit.

• The lifestyle changes required are modest and achievable.

• Many different sectors and agencies can play a part.

• It may be relatively low cost.

Barriers include:

• People are often resistant to changes in lifestyle.

• The main determinants are often beyond an individual’s scope for control. (For example, as 65%-

70% of salt intake is from processed foods,3 individuals will find it difficult to make significant

reductions in salt unless there are across-the-board reductions in salt content.) 

• The process may be very long-term.

The ‘at-risk’ individual or group approach
This approach focuses on people known to be at higher risk of developing hypertension than the

general population. The risk factors described on page 15 can be used to identify individuals and

groups in this category. For example, efforts could be focused on older people, people who are

obese, or those from particular ethnic communities such as black Caribbean or black African

people.

Advantages of this approach are:

• Resources can be focused on those most likely to benefit.

Source: Adapted from Rose, 1992 1

Figure 5    How reducing the population average blood pressure can prevent hypertension



• People who are at risk are usually more motivated to make lifestyle changes.

• It is easier to attribute effects to efforts.

• The evidence of effectiveness is stronger than for the whole population approach.

• Performance management and remuneration systems can be set to encourage its adoption.

Barriers include:

• One-to-one or group work is usually more resource-intensive.

• There may be an element of ‘victim-blaming’ – placing all the responsibility on the ‘at-risk’

individual.

Achieving lifestyle change
To help people change their lifestyles and health behaviours it is important to recognise the part

played by sociocultural influences and environments. This can be demonstrated by the ‘Three Es

model for lifestyle change’ (see Figure 6).

For hypertension prevention and control, this model can help to identify the many

determinants which influence people’s lifestyle choices. For example, with regard to reducing salt

consumption: encouragement might comprise an awareness-raising campaign; empowerment

might be through easy-to-understand food labelling; and environment might be, for example,

through gradually reducing the salt content of all foods and the provision of low-salt choices in

supermarkets and catering outlets.
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Encouragement: simple exhortation – adverts, leaflets, one-to-one advice, campaigns, etc. Encouragement is a useful trigger for people to make

healthy choices, but unlikely to be effective or sustainable across the whole population without ....

Empowerment: education and personal/community development – the development of knowledge, life-skills and confidence, to enable people

to make healthy choices. Its effectiveness can be greatly boosted by ....

Environment: making changes to the social, cultural, economic and physical surroundings within which people live, work and play – to help

make the healthy choices the easy choices.

Figure 6    The ‘Three Es model for lifestyle change’

Source: Adapted from Maryon-Davis, 2003 4
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Evidence for prevention
There is an increasing body of evidence to support various lifestyle changes to prevent

hypertension, either in ‘at-risk’ groups or the wider population. Useful summaries can be found in

the Nutrition and Food Poverty toolkit5 and the Let’s Get Moving6 physical activity toolkit.

A number of large-scale trials of lifestyle interventions in whole populations have led to

significant reductions in average blood pressure.7-10 However, in general, the quality of the

evidence concerning prevention appears less robust than the evidence for treatment and control.

This is mainly because designing and carrying out randomised controlled trials (RCTs) of lifestyle

interventions in healthy populations over extended periods of time is difficult – it is far easier to do

an RCT of a new antihypertensive drug in a sample of patients. Instead, much of the evidence for

prevention comes from observational studies rather than trials. However, it is important to

remember that a lack of strong trial evidence of effectiveness does not necessarily mean evidence

of ineffectiveness – it simply means that more research is needed and better methods for

evaluating interventions need to be developed. In its recent public health white paper, Choosing

Health – Making Healthy Choices Easier, the Department of Health (England) has acknowledged the

lack of investment in public health research and has pledged to increase support for investigations

into the effectiveness (and cost-effectiveness) of different preventive strategies.11

Detecting and controlling hypertension

Benefits
There is substantial evidence that lowering blood pressure in people with hypertension is

associated with a reduction in cardiovascular risk. For example, according to a recent large-scale

meta-analysis of observational prospective studies,12 among patients aged 40 to 69 years with

hypertension, a 20mmHg lower systolic blood pressure is associated with:

• less than half the risk of dying from a stroke, and

• half the risk of dying from coronary heart disease.

Smaller differences in blood pressure are associated with smaller differences in death rates from

stroke and coronary heart disease (see Table 4). The difference in risk varies with age, diminishing in

older people, particularly with regard to stroke.

These data are observational only – they do not represent the results of intervention trials.

However, a large meta-analysis of evidence from trials involving antihypertensive drugs has

demonstrated significant reductions in overall cardiovascular risk with reduced blood pressure.13
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Table 4    The relationship between a reduction in systolic blood pressure 
and cardiovascular mortality in hypertensive patients aged 40-69 years

Difference in systolic blood pressure % difference in mortality % difference in mortality 
from coronary heart disease from stroke

-20mmHg -50% ->50%

-10mmHg -30% -40%

-2mmHg -7% -10%

Source: Prospective Studies Collaboration, 2002 12



Risk assessment 
Clinical decisions about whether and how to treat hypertension in individuals should be

based on both their blood pressure level and their overall cardiovascular risk – not on

blood pressure alone. Some of the practical aspects of risk assessment are covered in section C:

Developing a local hypertension strategy.

Methods of blood pressure control
There are two main types of therapeutic intervention to control blood pressure in people with

hypertension:

• lifestyle interventions including advice and support on, for example, diet, weight control and

promoting physical activity, and

• drug treatment for hypertension.

Lifestyle interventions for people with hypertension
A review by NICE of randomised controlled trials of lifestyle interventions for people with

hypertension has shown significant reductions in systolic and diastolic blood pressure as a result

of a healthy, weight-reducing diet, regular aerobic physical activity, reduced sodium and alcohol

intake, and relaxation therapies14 (see Table 5).

There is some evidence that using reduced-sodium salt as a substitute in cooking and at the table

can be effective in lowering raised blood pressure.14 However, reduced-sodium salt is not suitable

for everyone and a reduction in salt added to food is the preferred general approach.

A meta-analysis of weight reduction programmes has shown that 1kg weight loss leads to a

1mmHg reduction in systolic blood pressure. This effect is for people of all ages, at all levels of

blood pressure, and whatever their initial body mass index.15

According to the NICE guideline,14 lifestyle advice (ie advice on smoking cessation, healthy

eating, restricting sodium intake, regular exercise and avoiding excessive alcohol) should be an

initial aspect of care for patients with hypertension. In some cases changes in lifestyle may remove

or delay the need to use drugs, or help to reduce or stop drug therapy.

Drug treatment for hypertension
National and international guidelines provide clinical protocols for instituting drug therapy to

control hypertension. In the UK, two sets of national clinical guidelines were published in 2004:

• British Hypertension Society guidelines,16 and 

• NICE guidelines.14
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Table 5   Lifestyle interventions for people with hypertension (aggregated trial results) 

Lifestyle intervention Average reduction in systolic  Percentage who achieve a reduction in
and diastolic blood pressure systolic blood pressure of 10mmHg or more 

Healthy, weight-reducing diet 5-6mmHg 40%

Regular aerobic exercise 2-3mmHg 30%

Combined diet and exercise 4-5mmHg 25%

Relaxation techniques 3-4mmHg 33%

Alcohol within recommended limits 3-4mmHg 30%

Salt reduction to a maximum of 6g per day 2-3mmHg 25%

Source: Management of Hypertension in Adults in Primary Care (NICE guideline), 200414 



30 Easing the pressure: tackling hypertension • B: Reducing the burden: tackling hypertension

Both guidelines offer similar advice regarding thresholds for drug treatment but differ to some

extent with regard to the order in which particular types of drug should be used. Both guidelines

advise that antihypertensive medication should be offered to patients with:

• persistent high blood pressure of 160/100mmHg or above, or persistent isolated systolic

hypertension (systolic blood pressure 160mmHg or above)

• raised cardiovascular risk (10-year risk of a cardiovascular event of 20% or above, or existing

cardiovascular disease, or target-organ damage) with persistent blood pressure of more than

140/90mmHg.

NICE recommends that drug therapy, adding different drugs if necessary, should aim to achieve a

target of 140/90mmHg and should be given until further treatment is inappropriate or declined.

Appropriate guidance and materials about the benefits of drugs, and about the unwanted 

side-effects sometimes experienced, should be provided in order to help patients make informed

choices.

According to NICE, in trials aiming to reduce blood pressure to below 140/90 mmHg using

stepped medication regimens, between one-half and three-quarters of patients achieved target

blood pressure.

The North of England Hypertension Guideline Development Group, which developed the NICE

guideline for hypertension, estimated that, in England alone, the cost of drugs used for lowering

blood pressure is £840 million per year – almost 15% of the total annual cost of drugs in primary

care.17 This is compounded by poor adherence of patients to prescribed drug treatments, as

discussed below. There is therefore a strong case for bringing about lifestyle changes across the

population to prevent the occurrence of hypertension in the first place.

Access and adherence to treatment
Although there are effective interventions to treat and control hypertension, many people with

the disorder go untreated or receive inadequate treatment. In both England18 and Scotland19 it is

estimated that almost two-thirds of men and over half of women with hypertension are untreated.

The proportion of those whose hypertension is untreated tends to be higher in older people and

those in intermediate or manual socioeconomic groups. (Comparable figures for Wales and

Northern Ireland are not available.) 

These low treatment rates are due to the condition not being detected and diagnosed, partly

because of lack of access to a primary care professional, and partly due to insufficient attention

being given to measurement of blood pressure when a patient does see a GP or nurse. The

National Service Frameworks for coronary heart disease and for older people (in England and

Wales), and the GMS contract, contain targets and incentives for addressing these issues. (See Tools

H2 and H11 for further information.) 

Of those patients who are detected, diagnosed and treated, two out of three still have

hypertension. In the UK only 10% of individuals with hypertension are controlled to the target of

140/90 mmHg.20 This is due to poor understanding by practitioners of effective treatment

regimens for lowering blood pressure, and to poor patient adherence (not taking the medication

as prescribed). The currently available clinical guidelines (from NICE,14 the British Hypertension

Society16 and SIGN23) address treatment regimens in different ways.

It is estimated that between 50% and 80% of patients with hypertension do not take all of their

prescribed medication.21, 22 According to the Health Survey for England, the proportion of those

who are treated but whose blood pressure remains inadequately controlled tends to be higher in

older people, women, and people in intermediate or routine/manual socioeconomic groups.18

Understanding patients’ reasons for not taking medications, and implementing effective

strategies to overcome barriers to taking prescribed medication, are therefore crucial aspects in



the management of hypertension. According to the North of England Hypertension Guideline

Development Group,17 adherence to prescribed drug treatments can be improved by improving

patient education, providing counselling, and involving families and other members of the

healthcare team. Greater adherence may also be achieved if healthcare professionals seek to

explore and discuss a patient’s reasons for not taking medication and any reservations they may

have. (For a fuller discussion on this, see page 50 in section C: Developing a local hypertension strategy.)

The challenge is, therefore, to implement effective prevention and treatment strategies

for hypertension at local level. Section C of this toolkit, Developing a local hypertension

strategy, gives practical guidance on how to do this.
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