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[bookmark: _Toc243645440]Aim and definition
High blood pressure is a chronic condition of elevated blood pressure which exerts more pressure on artery walls. Usually symptom-free, which means a person may feel well even as damage occurs in the heart, brain, kidneys and eyes. Routine measurements are more important than relying on symptoms – a headache does not necessarily point to hypertension; and a lack of symptoms does not mean it is safe (NHS, 2024). It is a book about adult supervision in the UK. NICE guidance allows for correct confirmation, cardiovascular risk assessment and continued management, but does not make a single elevated measurement a diagnosis (NICE, 2026).
[bookmark: _Toc243645441]Burden and prevalence
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Figure 1: Global and regional trends in hypertension diagnosis, treatment and blood pressure control, 1990–2019.
Source: (Chaturvedi et al., 2024).
Hypertension is one of the most important and modifiable risk factors for cardiovascular disease and premature death. In 2019, 1.28 billion population-representative studies estimated that there were 1.28 billion adults aged 30-79 who were living with hypertension, and that the treatment and control gaps were high, especially in lower resource settings (NCD-RisC, 2021). The problem does not lie only with prevalence – poor screening processes, disruptions in the provision of antihypertensive medication and lack of follow-up cause people to remain undiagnosed and uncontrolled (World Health Organization, 2023). Treatment, therefore, involves screening, availability of antihypertensive drugs and follow-up, not just lifestyle suggestions. They prefer population prevention and consistent primary health, rather than simply lifestyle recommendations.
The Health Survey for England 2024 found that for adults aged 16 and over, 30% would have been defined as having hypertension and prevalence would have increased significantly with age (NHS England Digital, 2026). There was also a significant age gradient identified in the 2022 survey, but it was noted that a single survey visit would not provide the continued elevation required for a clinical diagnosis (NHS England Digital, 2024). These do not reflect the number of actual clinical diagnoses. Both, however, refer to missed opportunities for case finding, especially in adults who don't go for regular checkups or believe that being healthy is synonymous with having a healthy blood pressure.
[bookmark: _Toc243645442]Aetiology and risk factors
Primary hypertension is the most common type of adult cases, which involves multiple factors rather than a single cause. Risk increases with ageing, family history, excess body weight, excessive salt intake, lack of physical activity, harmful alcohol use, smoking and chronic stress - kidney disease, endocrine disorders and certain medications may be responsible for secondary hypertension and should be investigated (Chaturvedi et al., 2024). Inactivity is important because it works in tandem with diet, sleep, weight and the environment a person is in, not as a personal choice. (World Health Organization, 2020b). Assessment should take into account factors including work, affordability of food, mobility, caring responsibilities, medicines or family history; advice needs to be tailored to these.
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Figure 2: Structural, socioeconomic, political and environmental determinants of hypertension and cardiovascular disease
Source: (Chaturvedi et al., 2024).
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Figure 3: Pathophysiology of elevated blood pressure and hypertension
Source: (Chiavaroli et al., 2020).

[bookmark: _Toc243645443]Impact on individuals and families
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Figure 4: Estimated age-adjusted cardiovascular disease mortality rates in the United States by racial group, 2000–2019.
Source: (Chaturvedi et al., 2024).
[bookmark: _Toc243645444]Physical consequences
If someone has high blood pressure, blood vessels are damaged, and the chances of stroke, coronary heart disease, heart failure, chronic kidney disease and vascular cognitive impairment are increased. Blood pressure and cardiovascular risk is not linear; risk can increase before the BP reaches a diagnostic threshold level, and decisions should be based on total risk and organ damage and not the number alone (European Society of Cardiology, 2024). NICE recommends that renal function is assessed and urine albumin, glucose, lipids, retinal changes and electrocardiographic evidence (where appropriate) are assessed as these can impact on the urgency and treatment choice (NICE, 2023). A lack of control can cause stroke or kidney disorders that decrease the independence of individuals and increase the need for family members and community services.
[bookmark: _Toc243645445]Psychological, social and family consequences
An undiagnostic symptom can lead to a unique self-management challenge: When people feel the same as they did when they first started using the medication, why should they need to take tablets for life or undergo repeated testing? The nonadherence of antihypertensive medication (ATM) is prevalent and has been shown to be linked to suboptimal control, though with varying degrees depending on country and the method of assessment used (Lee et al., 2022). Families can assist in routines, appointments, shopping and interpreting readings, but should not be forced. There is also evidence from the UK for multiple long-term conditions, where some minoritised ethnic groups experience inequities in illness burden at an earlier age, thus highlighting the need for continuity and culturally responsive communication (Hayanga et al., 2023). Clinicians should inquire about anxiety, explore and discuss barriers without assuming the missed doses were an error in judgment.
[bookmark: _Toc243645446]Diagnosis and clinical assessment
Blood pressure readings consist of the pressure that the blood exerts on the blood vessels during contraction (systolic pressure) and the pressure during relaxation (diastolic pressure). In UK practice, a clinic reading of 140/90 or more is likely to lead to further confirmation rather than lead to a diagnosis and, according to the NHS, in the UK hypertension is generally diagnosed with a blood pressure reading of 140/90 mmHg in the clinic or 135/85 on average from home readings (NHS, 2025). For most people whose clinic blood pressure is in the range 140/90 to 180/120, NICE recommends that their blood pressure is measured in both arms and repeated readings should be taken, and for those who cannot take ambulatory readings, home monitoring is an alternative (NICE, 2026). Use of a cuff of the proper size, seat rest position and a validated device reduces errors. If there are severe readings with chest pain, confusion, breathlessness or new neurological symptoms, immediate evaluation is required.
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Figure 1. Person-centred hypertension management cycle. Source: author synthesis based on guidance from (NICE, 2026) and (World Health Organization, 2021b).
[bookmark: _Toc243645447]Evidence-based treatment available through the NHS
[bookmark: _Toc243645448]Medication and review
Treatment is based on lifestyle support and, if necessary, blood pressure, age, cardiovascular risk, organ damage, comorbidity and the person's preferences. NICE recommends considering drug treatment for persistent stage 1 hypertension with additional risk factors or organ damage; and treatment for stage 2 hypertension – thresholds and targets need to be tailored for frailty and multimorbidity (NICE, 2026). WHO recommendations also recommend protocol-based pharmacologic treatment following diagnosis and counselling on lifestyle changes, including periodic check-ups for side effects and effectiveness of treatment (World Health Organization, 2021a). First line treatment includes an ACE inhibitor/angiotensin receptor blocker, calcium-channel blocker, thiazide-like diuretic depending on age, ethnicity, diabetes status and tolerability. Patients are not to alter their prescribed drugs without the advice of a prescriber.
It is preferable to review, rather than prescribe automatically. The clinical team should ensure that the blood pressure is measured, that the patient has had a home reading, and that the dose has been optimised, that the patient hasn't missed doses, that there are no side effects to consider, that there are no interacting medicines to consider, and that there might be a secondary cause for the high blood pressure before adding another medicine. These should be established by the clinical team before escalating treatment (NICE, 2026). Three practice-oriented elements of successful, large-scale hypertension control were identified during the programme review conducted by WHO across countries: standardised protocols, reliable medicine supply, and team-based care, as well as routine quality monitoring (World Health Organization, 2020a). Medication Review should include benefits, side effects, steps to take if doses are missed, and blood tests needed. In suitable cases, rationalise drug administration and synchronise repeat prescribing to enable issues to be raised early.


[bookmark: _Toc243645449]Lifestyle changes that complement medication
Dietary change can reduce BP but must be tailored and budget friendly. A systematic review of RCTs showed that a DASH-type diet (high in vegetables, fruits, whole grains and less fat from dairy foods) was effective in lowering both systolic and diastolic blood pressure relative to control diets, but effects varied across studies (Guo et al., 2021). A second systematic review also concluded that DASH dietary pattern was beneficial but commented on the variation in trial study design and patient population (Chiavaroli et al., 2020). Another meta-analysis of 133 trials with 12,197 people showed that decreasing sodium intake had a beneficial effect on blood pressure on average, and that it is important to read labels and limit processed foods and table salt (He et al., 2020). Frozen vegetables and beans, lentils, and home-prepared meals are affordable options. Kidney disease and medication that increase potassium may make salt substitutes containing potassium unsafe; see medical advice.
Physical activity helps to lower blood pressure, maintain a healthy weight, sleep and mental health; the World Health Organization (WHO) guidelines for adults are to be active for 150 – 300 minutes of moderate-intensity aerobic activity per week, depending on ability and health status (World Health Organization, 2020b). A meta-analysis of RCTs revealed that exercise reduced SBP, DBP, and some measures of vascular function, but the results were inconsistent among the different types of exercise and study designs (Zhou et al., 2022). There is also some evidence for benefits from high-intensity intervals training compared with continuous training; however, the best programme has yet to be determined (Li et al., 2022). Walking, cycling, swimming (or chair-based activity) may be modified. Tackle pain, disability, safety, caring and confidence—not inactivity.
[bookmark: _Toc243645450]Theoretical models for better outcomes
[bookmark: _Toc243645451]UK model: House of Care and personalised care
The House of Care framework is a useful one that places an informed, engaged person and dedicated health professionals in organisational support and commissioning frameworks in the UK. In the context of hypertension, it involves co-creating a desired outcome with the individual, developing a realistic plan with the person, giving someone access to trustworthy information, and planning a review rather than waiting for a problem to arise. Shared decision making is guidance from NICE which outlines a decision as being a 'collaborative conversation about options, benefits, risks and personal priorities', particularly relevant where treatment may be long-term (NICE, 2021). The guidance on personalised care and support planning from NHS England also highlights priorities based on the person's life, family circumstances and strengths and resources (NHS England, 2023). Requires scheduling time, trained personnel, consistency and availability of interpretation.
The House of Care also makes it possible to reveal the distinction between providing a service and allowing someone to use it. A plan should include the individual's goal and medicines, their consented lifestyle changes, preferred method of contact, monitoring plan and escalation plan; a family member or carer should only be involved with consent. NHS England's Core20PLUS5 approach prioritises hypertension case-finding and optimal management as a key focus of reducing avoidable cardiovascular harm for underserved populations (NHS England, 2021a). The NHS personalised care plan standard provides for information to be shared between sections of the care team, rather than the person repeatedly reliving their history (NHS England, 2021c). Review that plans are not uploaded but understood and reviewed.
[bookmark: _Toc243645452]International model: Chronic Care Model
The Chronic Care Model (CCM) provides an international system-level viewpoint: better outcomes emerge when the right multidisciplinary team meets the right informed, active patient, aided by the right community resources, decision support, delivery system design, self-management support, and clinical information systems, working together in a productive fashion. Modest but statistically significant reductions in systolic and diastolic blood pressure among adults with type 2 diabetes were observed in a systematic review and meta-analysis of CCM interventions in primary care, indicating that coordinated chronic care may have a positive impact on blood pressure as part of managing multimorbidity (Goh et al., 2022). The WHO HEARTS technical package supports this logic by providing standardised treatment protocols, access to essential medicines, team-based care and monitoring for quality improvement (WHO, 2021b). The CCM should be localized, supported with data, have workforce capacity, and connect people across care settings.
[bookmark: _Toc243645453]Policy, implementation and inequalities
[bookmark: _Toc243645454]NHS Initiatives for Hypertension Detection and Management
The control of hypertension is growing in importance as a preventive task, not just a task that could be performed during routine consultations in GP surgeries. The home blood pressure initiative was introduced by NHS England to provide a home monitoring system for individuals with uncontrolled hypertension to enable their blood pressure to be reviewed at home rather than in a clinic, with the aim of enhancing the control of people with high blood pressure with fewer unnecessary journeys and additional demand on clinics (NHS England, 2021b). It also highlights community pharmacy case-finding and treatment optimisation as opportunities to pick up hypertension earlier and improve control, through its cardiovascular high impact interventions (HIE) (NHS England, 2024). This can help to widen reach, but not equal the care gap – digital exclusion, language barriers, poor housing, time constraints and lack of confidence can limit take-up. There should be agreed referral pathways between local integrated care boards and primary care networks, and a clear responsibility for any abnormal results and timely review of medication.
[bookmark: _Toc243645455]Health Inequalities and Wider Determinants of Health
Risk exposure and access to treatment must be addressed simultaneously, and with the understanding that there is an unequal exposure to risk, as well as an unequal access to treatment. There is also significant health inequalities in the UK associated with deprivation and other wider determinants of health, such as employment, housing and education and supportive environments (Health Foundation, 2023). Ethnic disparities in multiple long-term conditions are also complex, and there has been some variation in how conditions are recorded, with some ethnic groups being more likely to be recorded as having a specific condition than others, which can mask the disparities (Hayanga et al., 2023); so, services need not presume that all communities have the same needs. Proportionate universalism is a practical option as it means providing blood pressure checks to everyone who is eligible, with extra outreach efforts in deprived neighbourhoods and groups with less engagement and poorer control. There are ways of improving access without stereotyping such as trusted organisations, interpreters, flexibility and non-digital routes.
[bookmark: _Toc243645456]Recommendations for person-centred practice
[bookmark: _Toc243645457]Improving Screening, Diagnosis and Medication Adherence
Instruct routine assessment of measurement in Primary care, community pharmacy and other accessible settings, and then validate raised measurements at the clinic with ambulatory or home measurement. Second, have a shared plan of a clinically appropriate target + cardiovascular risk reduction + medicine review + one or two behaviour goals achievable. Third, educate teams on how to have a non-judgemental discussion about adherence, and to explore factors that make adherence plans challenging such as cost, side effects, low health literacy, caring commitments or cultural preferences. Referrals from the NHS community pharmacy service will extend case-finding beyond those attending general practice by identifying adults who haven't had a check within the past 5 years for referral to be assessed appropriately for suspected hypertension (NHS England, 2024). The result of the WHO's India Hypertension Control Initiative demonstrates that standard protocols, the secure supply of medicines, follow-up registers and team-based implementation, can help increase the proportion of people with controlled blood pressure at scale (World Health Organization, 2022).
[bookmark: _Toc243645458]Digital Monitoring, Outcome Measurement and Quality Improvement
Digital monitoring should be provided on an optional basis, not as a requirement to care. There are also some published studies that show that the addition of pharmacist-led home blood pressure telemonitoring to usual care is effective in reducing both systolic and diastolic blood pressure; however, six of these studies were conducted in a systematic review, and there was a lack of consistency in the results of these studies, so the impact is not necessarily the same across all NHS settings (Baral et al., 2023). Standardisation of data definitions and follow-up responsibility are also key for quality improvement in hypertension programmes (World Health Organization, 2021b). 
Local services need to demonstrate outcomes that matter – the percentage of adults eligible for assessment who have been assessed; the time taken from raised reading to diagnostic confirmation; percentage of those who are diagnosed and at an agreed target; medicine review completion; missed appointments; patients' reported level of confidence; and gaps by deprivation, ethnicity, disability and age. A realistic improvement cycle would start with setting up a baseline, then try a targeted outreach for three months, review the data with patients and staff, and fine-tune the intervention prior to spreading it out. Targets should be challenging but not incentivize overtreatment.
[bookmark: _Toc243645459]End-of-life care 
As the management of hypertension typically involves a long-term approach, planning for end of life will only be relevant if the individual develops advanced illness, severe frailty or limited life expectancy (European Society of Cardiology, 2024). Under those conditions the rationale of treating blood pressure, the demands of monitoring, dizziness or falls, swallowing problems, the person's priorities and the potential for interaction are all worth revisiting. There is no single target to apply for clinical judgement around frailty and multimorbidity, and this is recommended in NICE guidance (NICE, 2026). Individual decisions to reduce treatment should be made and monitored—not based on age alone or palliative treatment. To maintain comfort, function and choice without avoiding unnecessary harm, involving relatives as they wish and are able.
[bookmark: _Toc243645460]Recommendations for Practice
· Ensure regular blood pressure screening and timely diagnostic confirmation.
· Develop personalised care plans with achievable blood pressure targets and lifestyle goals.
· Improve access to treatment through collaboration between GPs, nurses and community pharmacists.
· Promote healthy diets, reduced salt intake, physical activity and smoking cessation.
· Provide accessible digital monitoring alongside non-digital support and culturally appropriate education.
· Evaluate outcomes through blood pressure control, medication adherence, patient confidence and reduced health inequalities.
[bookmark: _Toc243645461]Conclusion
It is easily detected and is very well controlled with evidence-based medications and good lifestyle advice, but it is often undiagnosed, undocumented, and very significant. The worldwide data indicates that high blood pressure is under-diagnosed and under-treated and that it is more prevalent with age (World Health Organization, 2023), and UK data reveals that a significant percentage of adults are living with high blood pressure and that this increases as they get older (WRAP, 2019). The central challenge for services is implementation: turning the NICE recommendations into accessible culturally responsive services with clear accountability for follow-up, shared decision making and equity monitoring (NICE, 2026). The focus should be on identifying those to be identified early, ensuring accurate diagnosis, setting achievable care plans and closing the loop if these are not met. Measure success not by number of checks, but by sustained control, reduction in cardiovascular event rates, and increased confidence and smaller inequalities. Follow-up responsibilities are made clear, enhancing team accountability.
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