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Abstract
This systematic literature review investigated health inequalities in the care of adults with hypertension aged 40 years and older in UK primary-care and primary-care-relevant community healthcare. The review summarised evidence regarding the impact of ethnicity, socioeconomic status, patient-level factors and primary-care service characteristics on hypertension diagnosis, treatment and long-term hypertension management. Systematic literature review (SLR) using PRISMA 2020 was conducted. Evidence was found by systematic database searching and was synthesised by narrative and thematic methods.
Design appropriate Joanna Briggs Institute (JBI) checklists were used to critically appraise quantitative studies and the CASP Qualitative Studies Checklist was used to critically appraise the qualitative study. Out of 52 articles that were assessed as full-texts, six studies were confirmed as eligible. Only hypertension-related findings reported for age groups completely > 40 years were included in the mixed-age studies. Evidence revealed gaps and heterogeneity in hypertension detection, blood-pressure control, treatment response, adherence to treatment and service delivery. 
Qualitative findings revealed that barriers to antihypertensive adherence included mistrust, communication and limited shared decision-making among Black African and Black Caribbean participants, and ethnic differences were identified in hypertension detection. There was weak socioeconomic evidence, and socioeconomic evidence did not indicate a consistent deprivation gradient. 
Blood-pressure control and treatment response were found to differ according to age, and primary-care disruption impacted treatment-to-target blood pressure among older adults during COVID-19. Results suggest that the work can facilitate equitable hypertension care and monitoring, effective communication with patients, shared decision-making and locally identified inequities.
Keywords: Hypertension; Health Inequalities; Primary Care; Ethnicity; Socioeconomic Status; Medication Adherence; Health Literacy; Blood Pressure Control; United Kingdom; Systematic Literature Review. 
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[bookmark: _Toc241218910]CHAPTER 1: INTRODUCTION
[bookmark: _Toc241218911]1.1 Chapter Introduction
Hypertension is often referred to as a silent condition, but unequal access to its diagnosis and treatment has led to significant differences in health outcomes among adults aged 40 years and over. This is one of the leading causes of cardiovascular diseases and premature mortality in the global landscape (Zhou et al., 2021; Rahimi et al., 2021). In the United Kingdom, it affects a significant proportion of adults, particularly those aged 40 years and over, making effective prevention and management a major public health priority. Primary care services play an important role in identifying, treating and monitoring people with hypertension (Ribeiro et al., 2025; Ye et al., 2024). 
However, growing evidence suggests that inequalities in healthcare access and treatment outcomes continue to exist among different population groups (Stafford et al., 2022; Mann et al., 2023). This systematic review examines the impact of ethnicity, socioeconomic status, patient-level and characteristics of primary care services on differences in hypertension management in UK primary care. This first chapter deals with the background of the research, problem statement, aims, objectives, scope, rationale and significance of the study. 
[bookmark: _Toc241218912]1.2 Background of the Study 
Hypertension is a long-term medical condition in which the blood pressure remains consistently higher than normal levels. Globally, hypertension affects 25% of the adult population and is considered as one of the most important risk factors of cardiovascular diseases (Eastwood et al., 2023). It is evident from Figure 1 that the prevalence of hypertension among adults aged above 40 is quite higher in the UK. As per the data of NHS UK, 30% of adults suffer from hypertension including 15% with untreated hypertension (NHS UK, 2021; Karayiannis, 2022; Rahimi et al., 2021). Such high prevalence of hypertension makes it quite necessary to have proper hypertension management practices among adults. 
In the UK, hypertension management is mainly delivered through primary care services in which general practitioners (GPs), nurses and other healthcare professionals play an important role in early diagnosis and monitoring of patients. As per the NICE guidelines, the patients of hypertension must be regularly monitored, and they must be given proper medication to reduce the blood pressure levels. 
Since 1 in 3 adults is living with hypertension in the UK, healthcare professionals should implement evidence-based interventions by healthcare professionals to reduce the prevalence (NICE, 2023). Despite the availability of national guidelines and structured primary care services, not all the individuals receive the same quality of care. The differences in ethnicity, socioeconomic status, patient characteristics and access to healthcare services can influence long term management of hypertension (Metlock et al., 2024; Elnaem et al., 2022).
Such inequities might contribute to poor health among some segments of the population, which is a major public health issue in the UK. Thus, it is necessary to identify the reasons for such inequities in order to ensure the development of more effective ways to manage hypertension.
[image: ]
Figure 1: Hypertension Prevalence in the UK as per age
(Source: NHS UK, 2021)
Figure 1 shows the percentage of patients affected by high blood pressure in different age intervals of the United Kingdom (NHS UK, 2021). This graph is statistical evidence which demonstrates that hypertension is more common among the older patients. The UK health system should pay more attention to the middle-aged and elderly population about prevention, diagnosis, and treatment of hypertension.
[bookmark: _Toc241218913]1.3 Problem Statement 
Despite the availability of comprehensive hypertension guidelines and universal healthcare through the NHS, inequalities in hypertension management remain a significant challenge in UK primary care. There is evidence of differential diagnosis, treatment engagement and outcomes of treatment management by ethnic and socioeconomic groups with hypertension. Such inequities can be produced by various patient, social, and healthcare-service factors, such as communication, trust, access to preventive services and social-economic factors. As a result, it is crucial that these determinants are considered simultaneously and not as if any one demographic factor is responsible for hypertension care inequalities. 
Moreover, factors beyond the health service such as socio-economic disadvantage, the inability to access primary care services, communication barriers and employment shortages play a key role in creating inequalities in health. Evidence suggests that current primary care interventions often fail to adequately address these interconnected factors, resulting in persistent disparities in health outcomes (Gkiouleka et al., 2023). Therefore, a systematic review is needed to examine the factors contributing to inequalities in hypertension management among adults aged 40 years and over in UK primary care settings.
[bookmark: _Toc241218914]1.4 Research Aim, Objectives and Review Question 
Research Aim
This systematic review aims to synthesise existing evidence on how ethnicity, socioeconomic status, patient-level factors and primary care service characteristics influence inequalities in the diagnosis, treatment and management of hypertension among adults aged 40 years and over in UK primary care settings.
Research Objectives
· To examine ethnic differences in hypertension diagnosis, treatment and management among adults aged 40 years and over in UK primary care and primary-care-relevant community settings. 
· To evaluate the influence of socioeconomic status on access to and quality of hypertension care. 
· To identify patient-level barriers and facilitators influencing adherence to hypertension treatment and long-term management. 
· To examine how primary care service characteristics contribute to or reduce inequalities in hypertension management. 
· To develop evidence-based recommendations for improving equitable hypertension care within UK primary care settings.
Review Question
· How do ethnicity, socioeconomic status, patient-level factors and primary care service characteristics influence inequalities in hypertension diagnosis, treatment and management among adults aged 40 years and over in UK primary care and primary-care-relevant community settings?
PICO Framework
	Population
	Adults aged 40 years and over from a range of ethnic and socioeconomic backgrounds in the UK who have hypertension or seek hypertension care or select from community-based research directly relevant to the management of hypertension in primary care.

	Intervention
	Hypertension diagnosis, treatment, and management delivered through primary care services, including blood pressure screening, medication prescribing, follow-up care, patient education, and healthcare access initiatives.

	Comparison
	Comparison between different ethnic groups, socioeconomic groups, and varying levels of access to primary care services.

	Outcome
	Differences in hypertension diagnosis rates, treatment uptake, treatment adherence, blood pressure control, quality of care, access to services, and health inequalities in hypertension management.



Table 1: PICO Framework
(Source: Self-developed)
[bookmark: _Toc241218915]1.5 Research Rationale 
Hypertension is one of the most common factors that cause heart diseases and early deaths. This makes hypertension a serious public health problem in the UK, despite the fact that the UK has universal healthcare through the NHS (Drozd et al., 2021). There remain inequalities in the diagnosis and treatment of hypertension. Research indicates that people from ethnic minorities and people residing in deprived environments tend to experience difficulties in terms of blood pressure control and access to quality health services as compared to other population groups (Eastwood et al., 2023). 
The main reason is that people who are almost and above 40 years are more likely to develop hypertension as they become older. This systematic review is necessary as existing research has mainly examined ethnicity, socioeconomic status, healthcare access, or patient-related barriers separately. Although these studies provide valuable findings, there is limited evidence that combines all these factors to explain how they influence health inequalities in hypertension management within UK primary care settings (Rison et al., 2023). As a result, the available evidence remains scattered and difficult to apply in practice. This study will identify consistent findings, highlight important knowledge gaps, and provide evidence-based recommendations by systematically reviewing current research. 
[bookmark: _Toc241218916]1.6 Scope of the Study 
This systematic review focuses on inequalities in the diagnosis, treatment and management of hypertension among adults aged 40 years and over in the United Kingdom. The review focuses on ethnicity, socioeconomic status, patient-level factors and characteristics of primary-care services and their association with hypertension detection, treatment adherence, blood-pressure control and long-term management. 
Primary-care data was included, as well as community-based studies that directly studied experience with managing hypertension relevant to primary care. Mixed age studies were only included when it was possible to extract the age specific results for the age group 40 years and over. Studies that were not conducted in the UK or were only hospital or secondary-care-based, and studies lacking hypertension-specific outcomes were excluded. 
[bookmark: _Toc241218917]1.7 Significance of Study 
The importance of this study is that it will give data which can be used by different stakeholders in hypertension treatment. For healthcare professionals such as GPs, nurses and the primary care teams, it will give an insight on the barriers to equitable treatment of patients for 40 years and over regarding their hypertension. The data obtained from the research can make healthcare professionals give personalized care. 
The research will also benefit policymakers such as NHS, NICE, and the Integrated Care Systems since they will have evidence which can be used to develop policies to reduce the inequalities in health. This research will help to identify any research gap in the existing literature and thus make an evidence base for future systematic review and primary studies for researchers. Patients can also benefit from the research because of increased access to healthcare services and improved hypertension management. 
[bookmark: _Toc241218918]1.8 Methodology Overview
This study utilises a secondary research approach using a systematic literature review to explore health inequalities in hypertension diagnosis, treatment and management in primary care settings with adults (aged 40 years and over) in the UK. The review question and search strategy will be guided by PICO, and the review will be conducted in a transparent and systematic study selection process, using the PRISMA guidelines. Peer-reviewed literature related to the study topic was identified using systematic search on MEDLINE/PubMed, CINAHL, PsycINFO, Web of Science, ASSIA and Academic Search Complete. Google Scholar was used as a secondary source of citation searching and literature review. 
The selected Joanna Briggs Institute (JBI) checklist was used to critically appraise the quantitative studies based on study design and the CASP Qualitative Studies Checklist was used to critically appraise the qualitative study. There were no mixed-method studies included in the evidence set; thus, MMAT was not utilized. Results will be summarized using thematic analysis and narrative synthesis to gain insight on the key factors related to inequities with regards to hypertension management.  
[bookmark: _Toc241218919]1.9 Structure of Dissertation
This dissertation is organised into six chapters, chapter 1 gives the background of the research, problem statement, research aim, objectives, rationale and methodology overview. Chapter 2 critically examines the literature that relates to the issue of health disparities regarding treating hypertension and determines the research gap. The systematic review methodology such as the search strategy, the selection of studies, the quality appraisal and the data synthesis are presented in Chapter 3. The systematic review results are reported in Chapter 4, and the implications of the findings as per the research objectives and available literature are discussed in Chapter 5. Lastly, Chapter 6 show conclusions, recommendations, limitations and future research directions.
[bookmark: _Toc241218920]1.10 Chapter Summary
This chapter introduced the topic of hypertension and explained why it is an important public health issue in the UK. It discussed the presence of health inequalities in hypertension diagnosis, treatment, and management, particularly among adults aged 40 years and over in the UK primary care settings. The chapter has also demonstrated the significance of appreciating the effect of ethnic group, socioeconomic class, patient variables and attributes and the features of the primary care service. This chapter has introduced the research problem, objective, research aims, research question, rationale, scope and significance and also briefly introduced the methodology. The next chapter is going to critically review the existing literature on hypertension treatment and health inequities. 
[bookmark: _Toc241218921]
CHAPTER 2: LITERATURE REVIEW
[bookmark: _Toc241218922]2.1 Introduction 
Hypertension is one of the most common long term health conditions and remains a major public health concern in the UK as it increases the risk of cardiovascular disease, stroke and premature death (Eastwood et al., 2023). Though the National Health Service (NHS) provides universal healthcare, inequalities in hypertension detection, treatment and management still occur in different population groups, especially among patients from ethnic minorities and socioeconomically disadvantaged groups (Gkiouleka et al., 2023). This chapter aims to critically analyse the existing literature on the factors that contribute to these inequalities, discuss the theoretical and conceptual frameworks, demonstrate the research gaps and build the foundation for the systematic review.
[bookmark: _Toc241218923]2.2 Hypertension in UK Primary Care 
Hypertension continues to become a major health concern because it is a significant risk factor for cardiovascular disease, stroke and kidney disease. Approximately one in three adults has hypertension in the UK with the prevalence rate rising significantly in people aged 40 and over (NICE, 2023). It is important to note that most individuals have high blood pressure without being aware because hypertension occurs without causing any symptoms. It is therefore crucial that early detection and management of the condition take place to prevent any harmful consequences to health (Rouette et al. 2022). The NHS is instrumental in preventing, detecting, and managing hypertension through primary healthcare services. General practices conduct blood pressure testing and management and make lifestyle changes to assist patients in managing their blood pressure (Charchar et al., 2023). NHS advises individuals to eat healthy food, exercise, stop smoking and maintain a healthy weight to prevent hypertension (NHS, 2022).
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Figure 2.2.1: Primary Care for Hypertension by NHS
(Source: Waterall, 2018)
The regulation of the UK critical practice is undertaken by the National Institute for Health and Care Excellence (NICE), which suggests that the patient needs to have blood pressure measurement done to confirm his or her diagnosis (di Pietro et al. 2024). NICE also suggests performing cardiovascular risk assessment, providing lifestyle interventions and prescribing antihypertensive drugs depending on patients' age, ethnicity and clinical condition (NICE, 2023). General practitioners play a critical role in managing hypertension as they are the first medical professionals who detect the increased blood pressure level of patients (Mills et al. 2024; Varshney et al., 2021). They diagnose hypertension, prescribe drugs, monitor the effectiveness of patients’ treatment and help them to have their medications and changes in their lifestyles (Carey et al. 2024). GPs work together with practice nurses and other healthcare professionals in order to provide continuous care to their patients and prevent any complications (Lemp et al. 2022). 
Despite all these established services, inequalities in accessing care and treatment continue to occur among different population groups, which makes the investigation of the existing health inequalities necessary (Jindal et al. 2023). Mancia et al. (2023) offers national settings to deal with hypertension, and Todd et al. (2023) and Tapela et al. (2021) offer direct evidence of UK primary care. Even though the results of all these studies are consistently in favour of fair administration of hypertension, the observational nature of the studies does not provide a causal effect, which suggests that more research is needed on the factors affecting the implementation (Tanvir et al. 2025).
[bookmark: _Toc241218924]2.3 Ethnicity and Hypertension Inequalities 
The role of ethnicity in hypertension detection, treatment and management in UK general practices is substantial, as people of different ethnic backgrounds experience different health outcomes (Hayanga et al. 2021). Biological, cultural, social and healthcare-related factors cause these inequalities in health (Schutte et al., 2023). There are many scientific works that support the idea that people from the Black ethnic groups suffer from higher prevalence of hypertension and develop it at younger ages than White population does. Patients from these groups also have a higher probability to have uncontrolled blood pressure even with treatment. Aggarwal et al. (2023) demonstrates that Black African and African Caribbean patients had the same rates of blood pressure re-measurement and were more likely to start hypertension therapy that white patients. Though they had poorer blood pressure control in follow-up and the reason for such outcomes is a lower adherence and persistence rather than late treatment initiation. Regarding South Asian patients, the situation is a little bit better but there are still some problems. 
Lee et al. (2023) found that patients from these groups had similar or even better rates of diagnosis, blood pressure monitoring and treatment initiation than White patients. They had lower medication persistence and adherence, which means that it is difficult for them to take their medicines continuously. These findings prove that early diagnosis is not enough if patients do not obey the medications (Burnier, 2024). White population is used as an ethnic group in UK studies due to their higher long-term medication adherence and better blood pressure control (Secchi et al. 2022). They are not protected from the problems connected with hypertension because of poor lifestyles, older age and multimorbidity. Ethnicity cannot be considered the only determinant of health outcomes in hypertension because socio-economic deprivation, health literacy and access to healthcare also influence the disease (Rison et al., 2023). 
Analysis of the studies shows broad agreement that Black ethnic groups experience poorer blood pressure control than White populations and South Asian groups often achieve similar or slightly better clinical management. There is a bit of controversy about why such disparities exist. Eastwood et al. (2023) have focused on the lesser adherence and persistence to medications as the primary reason behind poor control over blood pressure levels in Black people. Furthermore, Rison et al. (2023) mentioned that the existence of certain structural inequalities, along with healthcare accessibility and social factors, also plays an important role in creating such disparities consistently. Eastwood et al. (2023) were a retrospective primary care cohort in the United Kingdom, and Rison et al. (2023) were cross-sectional, in North-East London. Both of them indicated worse blood pressure control among ethnic groups (Black), but they varied in describing the causal factors, which speaks of the complexity of ethnic disparity.
[bookmark: _Toc241218925]2.4 Socioeconomic Status and Hypertension Management 
Socioeconomic status is one of the key factors affecting hypertension management within UK primary care. People living in deprived environments tend to be more crucial to developing the condition and facing worse health outcomes compared to those living in wealthier neighbourhoods (Blok et al. 2022). The fact is that deprivation is usually linked to unhealthy habits, lack of healthcare resources, and high levels of chronic stress, and increases the risk of hypertension (Zhou et al. 2021). The education level of patients is also an essential aspect that affects hypertension management (Kurnia et al. 2022). Patients who lack education tend to possess poor health literacy and have a hard time understanding the provided medical advice (Murugesu et al. 2022). The importance of frequent blood pressure checking and taking prescribed medication on a regular basis (Gumz et al. 2023). Additionally, unemployment and low income prevent people from maintaining proper nutrition, exercising regularly and visiting doctors on a regular basis (Carrasco-Marcelo et al. 2024). 
Financial problems can lead to increased levels of stress which in its turn negatively affect the management of blood pressure (Teshale et al., 2023). Access to general practitioners is still another important aspect in managing hypertension. Although the NHS provides free healthcare, people from lower socio-economic backgrounds may encounter several problems, including accessibility to GP appointments, transportation issues, and noncontinuity of care (Bidmead et al. 2024). These issues might cause a delay in diagnosis and non-adherence to medication. According to Nguyen et al. (2024), for the alleviation of health inequalities, primary care should be concerned about other socio-economic determinants of health besides delivering good-quality care. Goorani et al. (2024) present case-specific evidence of the UK general practice, but Charchar et al. (2023) present more international evidence. They both recognize socioeconomic disadvantage as a significant predictor of hypertension outcomes, but UK evidence is more closely relevant to NHS primary care services (Molokhia et al. 2022).
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Figure 2.4.1: Socioeconomic Status and Cardiovascular Outcomes
(Source: Schultz et al., 2018)
[bookmark: _Toc241218926]2.5 Patient-Level Barriers and Facilitators 
The influences of patient level factors on hypertension management and the role of these factors in exacerbating health inequalities among adults (aged 40 years and over) in Primary Care settings are very significant. Taking medicines as prescribed is one of the most common problems reported (Hamrahian et al., 2022). While antihypertensive drugs work well at treating high blood pressure, many people do not take them as they do not necessarily notice a symptom and may think that they do not need them for an extended period of time (Bress et al. 2024). Nupur Yogarajah et al. (2025) shows that, Black African and Black Caribbean patients were more likely to be initiated on medication than the White patient group but had lower persistence on treatment and outcomes in terms of blood pressure management. In the similar way, fewer South Asian patients adhered in the long-term even if they had timely diagnosis and treatment (Akhtar et al. 2024). The patients' health literacy is another important factor in determining the success of hypertension management (Beyna et al., 2026). Patients with minimal knowledge of hypertension may find difficulty in figuring out medical instructions or knowing the significance of doing regular blood pressure checks (Sudirman et al., 2025; Green et al. 2022). This shows why limited health literacy is one of the reasons why patients do not come through with the expected levels of patient participation in self-management or other preventive actions (Dinh and Bonner, 2023). Language is the most obvious barrier as patients with limited knowledge will have problems in understanding how their doctor wants them to change lifestyle, get regular health checks (Mustafa et al. 2023). 
Another thing is the patients' psychological and Behavioural state. Patients' concern over side effects of medication, inability to remember dosing, their low level of motivation, and different issues in their life may have priority can all decrease their level of adherence with the prescribed treatment (Baryakova et al., 2023). Eastwood et al. (2023) and Nupur Yogarajah et al. (2025) are complementary UK-evidence on medication adherence, and Mustafa et al. (2023) are contextual evidence internationally on communication barriers. A combination of these studies proves that patient behaviour and health literacy play an important role in hypertension management (Salmanpour et al. 2025).
[bookmark: _Toc241218927]2.6 Primary Care Service Characteristics 
Hypertension management varies significantly within primary care services throughout the United Kingdom and is strongly related to the structure of the services. Early detection and diagnosis, as well as treatment and long-term monitoring, of hypertension is under the responsibility of general practitioners, practice nurses and multidisciplinary primary care teams (Kumar et al., 2025). If the expertise, information and services available from the NHS is as comprehensive, there will be variations in the accessibility of this expertise and services by different population groups, availability of appointments and continuity of care (Sinnott et al. 2026). Limited appointment slots, lack of healthcare workers, and surges in patient demand might slow down hypertension diagnosis and treatment mostly in underprivileged areas (Carrillo‐Larco et al., 2022). On the other hand, patients are more likely to take their medications properly if healthcare professionals have a good continuity of care (Kim and Cha, 2023). The varying resources available in primary healthcare centres can also affect whether all the NICE guidelines get consistently implemented for hypertension (Stojnić et al. 2023). In addition, open conversations, teamwork, and culturally sensitive ways of delivering care play key roles in equal hypertension management and are important facilitators of this (Turkson-Ocran et al. 2024). Other elements such as digital health solutions, electronic medical records as well-structured recall systems help ensure regular checks and prompt interventions are made if necessary (Chow et al., 2022). 
Thus, inequalities in primary care services mean that structural factors still are key in determining who gets access to a good quality hypertension care. This underlines the necessity for healthcare services which tackle both medical and socio-economic influences for disease. Gkiouleka et al. (2023) and Sinnott et al. (2026) offer direct evidence in the UK demonstrating the significance of continuity of care and access to services. Turkson-Ocran et al. (2024) corroborate these evidence results with international evidence, however, there are variations in the systems of healthcare, which restricts the direct application to the NHS primary care.
[bookmark: _Toc241218928]2.7 Theoretical Underpinning 
The main theoretical framework of this systematic review is the World Health Organization (WHO) Social Determinants of Health (SDH) Framework (World Health Organization, 2023). The framework describes the health outcomes to be dependent on broader social, economic and environmental determinants such as ethnicity, socioeconomic status, education, employment, living conditions and healthcare service access (Bawornthip et al. 2026). These factors influence the access of individuals to timely diagnosis, treatment and effective long-term management of blood pressure. As this review researches the role played by ethnicity, socioeconomic status, patient-levels and primary care service features in affecting the disparity attained in health among adults aged 40 years and over in UK primary care contexts, the SDH Framework can be used to synthesise and interpret evidence. It allows the review to investigate not just the factors on the individual level but overall structural and healthcare system determinants that lead to unequal care of hypertension (Metlock et al., 2024). 
The thematic synthesis performed in this review is also guided by the SDH Framework. Ethnicity, socioeconomic disadvantage, patient-specific barriers and the primary care service nature evidence are viewed as contributors in the background of the broader social determinants, which affect access to healthcare, treatment adherence and blood pressure management. 
[bookmark: _Toc241218929]2.8 Conceptual Framework
[image: C:\Users\User\Downloads\9a44c3d4-9b9b-4e89-aad3-06f3e7aa8636.png]
Figure 2.8.1: Conceptual Framework
(Source: Self-developed)
[bookmark: _Toc241218930]2.9 Research Gap 
The individual impacts of ethnicity, socioeconomic position, and patient behaviours and access to health services on hypertension care in primary care has been extensively explored in the literature in the UK. Thus, most of the studies focus on these determinants one by one and not on how they work together to exacerbate health inequalities. In addition, there is scarcity of evidence summarizing the relationship of patient-level factors with primary care service characteristics and their relationship with rates of hypertension diagnosis, treatment adherence and long-term BP control among adults aged 40 years and over. The synthesis of existing evidence, along with the evidence gaps and consistent findings, will all require a comprehensive systematic review to integrate, and suggest evidence-based recommendations to reduce inequalities in hypertension management.
[bookmark: _Toc241218931]2.10 Chapter Summary 
This chapter has critically examined the evidence on healthcare health disparities concerning hypertension management in adults of 40 years and over in the primary care environments in the UK. It was proved that ethnicity, socioeconomic status, patient factors and the nature of primary care services all contributed to the diagnosis, adherence to hypertension treatment and blood pressure control. Despite the strong evidence of the UK studies, most of them focus on their independent effects as opposed to their joint effect on health inequalities. 
Secondly, the review also noted some methodological constraints such as the fact that the majority of studies were observational, and study settings differed, thereby limiting the ability to make causal inferences. This evidence shows that there is a necessity to synthesise the existing evidence to gain more information about the interaction of various determinants in primary care in the UK. The second chapter describes the systematic review approach employed to identify, screen, critically appraise and synthesise UK relevant evidence that answers the research question. 


[bookmark: _Toc241218932]CHAPTER 3: METHODOLOGY
[bookmark: _Toc241218933]3.1 Introduction 
The methodological approach used to answer the research question regarding health inequalities in hypertension management of adults aged 40 years and over in UK primary care settings is set out in this chapter. A systematic literature review (SLR) was used as a method because it was systematic and rigorous, using the Preferred Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA) framework to guide the process (Hijriyah et al. 2024). The chapter talks about the philosophy of research, approach to research, search strategy, selection of study, data analysis, quality assessment, ethical consideration and methodological limitations.
[bookmark: _Toc241218934]3.2 Research Philosophy and Research Approach 
Research philosophy is an underpinning basis that establishes the assumptions of the process of conducting research. This systematic literature review used an interpretivist research philosophy since the main objective of the study was to gain insight into and interpret the complexities of social and healthcare determinants of inequities in the management of hypertension. It does not test causal relationships between these determinants and outcomes through experiments (English and Nielsen, 2023). 
Interpretivism acknowledges that the inequalities in health care are a result of a complex interplay of factors related to ethnicity, socioeconomic factors, patient experiences, and primary care service characteristics. Therefore, drawing overall evidence from published studies allows for a complete picture of the different points of view (Tincani, 2026). The review was based on evidence synthesis, drawing on qualitative and quantitative evidence from the final included studies to create a more holistic understanding of the phenomenon.
The interpretivist philosophy and the inductive approach support the systematic literature review design to allow for the exploration of existing research in depth whilst also being methodologically sound (Goñi, 2026). The study did not gather primary data from participants but relied on secondary documentation from peer-reviewed literature, which was identified through a systematic and transparent search. 
This methodology allowed the inclusion of results from various studies to explore common themes, variations and implications of health inequalities in the care of hypertension, which ultimately served to generate a broad set of findings to inform the research questions. The scope of the review is aligned with the study protocol, was for adults aged 40 years and over, and focused on hypertension management in primary care in the UK.
[bookmark: _Toc241218935]3.3 Research Design 
The research design used in this study was Systematic Literature Review (SLR) to explore health inequalities in hypertension treatment for adults aged 40 years and older in primary care in the UK. SLR is a systematic and structured approach to identifying, selecting, critically appraising and synthesising evidence to address a specific research question (Chigbu et al., 2023). An SLR differs from a conventional literature review, as the literature is selected in a transparent and reproducible way, selection bias is minimised and the credibility and reliability of the results are increased (Okoli, 2023). The design is well known in health and social care research as it offers a comprehensive evidence base to inform clinical practice, healthcare policy and further research.
The use of an SLR was suitable for this study as the research was focussed on secondary data rather than primary data collection. This review examined the role of ethnicity, socioeconomic status, patient factors and characteristics of primary care services in contributing to inequalities in diagnosis, treatment, and management of hypertension. A systematic approach allowed for evidence from different quantitative and qualitative study designs to be combined to provide a holistic understanding of the factors influencing hypertension management in UK primary care (Martinez et al., 2025). Due to the study aim and the review question, the literature reviewed was limited to studies involving adults (40 years and older).
A methodological rigour is ensured by having a pre-defined search strategy, explicit inclusion and exclusion criteria, structured study selection according to PRISMA and quality appraisal using design-appropriate JBI checklists for quantitative studies and the CASP Qualitative Studies Checklist for qualitative evidence. The information extracted from the studies in the included studies was then synthesized using thematic analysis to explicate patterns and evidence of health inequalities in hypertension management. The systematic design strengthened the transparency, replicability and overall trustworthiness of the review.
[bookmark: _Toc241218936]3.4 Research Approach
The study method used was inductive in which it is suitable to be used in systematic literature review to find a way to gain an understanding of a phenomenon through a synthesis of evidence that has been written. An inductive approach allows patterns and themes and relationships to emerge from published studies' findings (Laari, 2025). It is especially suitable to explore the complex factors that influence health inequalities in hypertension management. By using an inductive approach, the review was able to interpret the evidence in an extensive way because the focus was on exploring the relationship between ethnicity, socioeconomic status, patient-level factors, and characteristics of primary care services and hypertension management among adults 40 years and older. This explorative approach is reflected in the review question and the objectives.
The inductive approach is different from the deductive approach which starts with a theory or hypothesis and then tests (Okoli, 2023). This was especially applicable due to the variety of literature available on hypertension management, which involved different designs, population and healthcare settings. Final evidence set included quantitative and qualitative studies. This combination enabled a numerical evaluation of evidence on hypertension diagnosis, blood-pressure-control and treatment to be combined with qualitative evidence about adherence, trust and health care experiences. This flexibility allowed for a wider lens to be adopted when examining the social, economic and health-related drivers of inequalities in hypertension management in UK primary care. 
Thematic analysis was also conducted as part of data analysis, which was complemented by the inductive approach. The findings from the studies included were systematically coded and themed, and similarities and differences were noted between different evidence-based studies. As a result, the research approach helped to draw evidence-based conclusions and recommendations and to make sure that the conclusions of the review were based on published literature. This method increased the validity of the review by offering an open and systematic analysis of the available evidence in relation to the research goals.
[bookmark: _Toc241218937]3.5 Data collection 
The data was collected using a systematic search of published literature, based on the Preferred Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA) 2020 guidelines. Identifying, screening, assessing, and selecting studies is structured and transparent in PRISMA and helps to increase the reproducibility and reliability of systematic reviews (Page et al., 2021). Only evidence related to adults 40 years or older was included in this review. Studies where a wider adult age range was used were only included if there were separate findings for age ≥ 40 years or for an age range entirely above 40 years, which were able to be extracted independently. Majority ≥ 40 years or mean age > 40 years was not deemed as sufficient for inclusion. Mixed age samples where some participants were aged below 40 years were not included in the synthesis.
A detailed search strategy was created to maximise the search for relevant studies.  Literature related to the study topic was systematically searched in MEDLINE/PubMed, CINAHL, PsycINFO, Web of Science, ASSIA and Academic Search Complete. Google Scholar was used only for supplementary citation searching and reference list reviewing; these are the actual databases searched, and no additional sources beyond those named here were used. Official websites such as the National Health Service (NHS) and National Institute for Health and Care Excellence (NICE) were also searched, to capture relevant clinical guidelines and grey literature. The choice of these databases was based on the fact that they offer broad coverage of medical, nursing, public health and primary care research. Reference lists of eligible articles and citation tracking on Google Scholar were also reviewed to locate additional relevant articles potentially not located in the initial database search.
A systematic search strategy was developed using keywords, Boolean operators, truncation and phrase searching to identify relevant studies. The main search concepts were hypertension, health inequalities, ethnicity, socioeconomic status, patient-level factors and primary care. Search terms included “hypertension” OR “high blood pressure”, “health inequalities” OR “health disparities”, ethnicity, ethnic minority, socioeconomic status, deprivation, primary care, general practice, United Kingdom, diagnosis, treatment, management, adherence and blood pressure control. Related terms were combined with OR, while different concepts were linked using AND. Truncation and quotation marks were applied where appropriate to improve search sensitivity and retrieve relevant evidence (Jha et al., 2022). NHS and NICE publications were used only to provide background, policy and clinical context for hypertension management in the UK. Grey literature was not included as eligible evidence in the systematic review and these documents were not counted within the PRISMA study-selection process.
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Figure 3.5: PRISMA Framework
(Source: Self-developed)
The process of the selection of studies was carried out based on the PRISMA 2020 guidelines, encompassing identification, screening, eligibility and inclusion. At identification, 320 records were identified through database searching. After removing duplicate and clearly irrelevant records identified during an initial title screen (n = 62), 258 records remained for title or abstract screening. During title or abstract screening, 206 records were excluded for not meeting the population, setting or topic criteria, leaving 52 records for full-text eligibility assessment. 
At the eligibility stage, the full text of these 52 articles was assessed against every inclusion criterion in Table 3.5.1 (population, setting, outcomes, study design, publication period and accessibility). A total of 46 articles were excluded at this stage as 12 for not meeting the basic population, setting, topic or duplicate-design criteria applied during the original eligibility check, and a further 10 identified on re-verification of the eligibility criteria, comprising 8 excluded because they were systematic reviews, an editorial or an ethical or debate paper rather than primary empirical research, 10 excluded because their data derived from national population cohorts, biobanks or a household health survey rather than a genuine UK primary-care setting, and 6 excluded because their findings were not specific to hypertension. This left 6 studies that met all the inclusion criteria and were carried forward into the final systematic literature review. 
Inclusion Criteria Table 
	Criterion
	Inclusion Criteria

	Population
	Adults (over age 40) with diagnosed hypertension, elevated blood pressure or hypertension care. Studies with under 40-year-old participants were only included where results for participants aged ≥40 years, or an age category completely above 40 years, were separately reported and extractable. The whole-sample results of mixed-age populations were not included, regardless of the proportion of participants aged ≥40 years or the mean age.

	Setting
	Studies performed in primary-care settings in the UK, such as GP practices, primary-care electronic health-record (EHR) databases and community-based settings that directly capture the experience of hypertension care relevant to primary-care management.

	Outcomes
	Hypertension-specific outcomes relating to diagnosis, screening or monitoring, treatment, medication adherence, blood-pressure control, follow-up, access or quality of care. If the studies included more than one condition or outcome, the results for hypertension were required to be retrievable from the overall results.

	Factors
	Evidence relating to ethnicity, socioeconomic status, patient-level factors, or primary-care service characteristics.

	Study Design
	Primary empirical research (quantitative, qualitative or mixed-methods) that is peer-reviewed. Systematic/literature reviews, editorials, commentaries and ethical/opinion or debate papers are excluded as primary evidence, although they may be cited as contextual or background literature elsewhere in the dissertation.

	Language
	Studies published in English.

	Relevance
	Studies directly relevant to hypertension management and health inequalities in the UK.

	Publication Period
	Studies published between 2020 and 2026, reflecting the most current evidence on UK hypertension care and capturing pre- and post-COVID-19 primary care practice. For keeping the information mostly current within 5 years duration this decision has been made.

	Accessibility
	Full text of the study must be genuinely open access with a freely downloadable PDF. Paywalled studies without an open-access version are excluded.


Table 3.5.1: Inclusion Criteria Table
(Source: Self-developed)
[bookmark: _Toc241218938]3.6 Data Extraction
Six studies were included in the review after the final eligibility, assessment. Structured data-extraction table was filled out before synthesis for each of the studies. Extraction included: author/year, UK location, study design, eligible sample and age group, setting, hypertension specific outcome, inequality factor, key findings and quality appraisal (full detail of the appraisal is provided in Appendix 1). Only hypertension-specific results separately given for age groups that were completely aged ≥ 40 years were extracted from mixed-age studies. There was no age restriction to determine eligibility based on mean age, or the percentage of participants for whom age was > 40 years. This extraction table was used as the working evidence base for the thematic synthesis in Chapter 4 and ensured that only studies meeting all eligibility criteria informed the review's findings.
	Author/ Year
	UK Location
	Study Design
	Sample / Age
	Primary-Care Setting?
	Hypertension-Specific?
	Inequality Factor
	Key Outcomes/Findings
	Quality Appraisal

	Carpio et al. (2022)
	South London; 47 general practices
	Cross-sectional
	n=4,131 adults with CKD and hypertension; age-specific findings reported for adults ≥60 years
	Yes - GP EHR data
	Yes - systolic BP control in patients with hypertension and CKD
	Age
	Adults aged ≥60 years showed poorer systolic BP control, with poorer control across older age groups.
	JBI Analytical Cross-Sectional Checklist

	Robson et al. (2021)
	UK; QResearch general practices
	Observational cohort
	Adults aged 40-74 years
	Yes - UK general practices
	Yes - new hypertension diagnosis and antihypertensive prescribing
	Ethnicity, deprivation, healthcare access
	Hypertension diagnosis was higher among NHS Health Check attendees than non-attendees (25/1000 vs 9/1000); antihypertensive prescribing was also higher (25/1000 vs 13/1000). Hypertension diagnosis differed by ethnicity and deprivation.
	JBI Cohort Checklist

	Rison et al. (2023)
	North East London
	Cross-sectional EHR study
	n=156,296 adults with hypertension; separate older-age findings reported, including ≥50 years
	Yes - primary-care EHR
	Yes - BP recording, treatment and BP control
	Age
	Adults aged ≥50 years were more likely to have controlled hypertension than younger adults.
	JBI Analytical Cross-Sectional Checklist

	Yogarajah et al. (2025)
	South East London
	Qualitative study
	11 participants; survey participants aged 48-78 years and interview participants aged 53-65 years
	Yes - community-based setting relevant to primary-care hypertension management
	Yes - antihypertensive medication adherence
	Ethnicity, adherence, communication, trust
	Mistrust, poor communication and limited involvement in treatment decisions were barriers to adherence; understanding the consequences of non-adherence and shared decision-making supported adherence.
	CASP Qualitative Studies Checklist

	Sinnott et al. (2020)
	UK; CPRD primary care
	Cohort study
	New users of first-line antihypertensive treatment; ≥55-year subgroup separately analysed
	Yes - CPRD primary care
	Yes - systolic BP response to antihypertensive treatment
	Age, treatment response
	In adults aged ≥55 years, CCB and ACEI/ARB treatment produced broadly similar systolic BP reductions; greater CCB benefit was mainly observed in those aged ≥75 years.
	JBI Cohort Checklist

	Wiedemann et al. (2024)
	England; OpenSAFELY/NHS primary care
	Population cohort
	25.2 million registered patients; hypertension treatment-to-target separately reported for ≥80 years
	Yes - national primary-care records
	Yes - hypertension treatment to BP target
	Age, service disruption
	Among patients aged ≥80 years with hypertension, treatment-to-target fell from about 85% to 58% during the COVID-19 disruption before subsequently recovering.
	JBI Cohort Checklist



Table 3.6: Data Extraction Table
(Source: Self-developed)
[bookmark: _Toc241218939]3.7 Data Analysis
Data analysis refers to the way to analyse the collected data to conduct valid research (Katz et al. 2024). Narrative and thematization were used because the six studies included were heterodox in terms of their design and outcome-measuring. A narrative synthesis of quantitative evidence based on reported effect estimates, proportions and clinical outcomes was conducted, and a qualitative evidence synthesis was used to interpret patient experiences relating to medication adherence, trust, communication and shared decision-making. Findings were clustered within four domains: ethnicity, socioeconomic status, patient-level factors and characteristics of primary-care services. 
Results from all analyses that met the final age and hypertension-specific eligibility criteria were used for synthesis. The rationale behind the analysis was the synthesis of the various studies to get an entire picture of the factors of inequality in the diagnosis of hypertension, treatment and long-term management. This was analysed by reading the studies that were included in order to have a clear picture of their findings. The results obtained were then contrasted among studies revealing common themes, similarities and differences. 
Special focus was placed on the evidence associated with ethnicity, socioeconomic status, patient-related factors and primary care service characteristics as these were the primary area of interest of the review. In the process of the analysis, studies, which were carried out in the UK primary care settings were prioritised to make sure that the results were applicable in the research objective. The interpretation of the evidence was done through the comparison of the findings of various studies, considering the methodological strengths and limitations of the studies, and defining the areas of agreement or disagreement. 
This methodological approach allowed incorporating the results of various research into intelligible and coherent synthesis, offering reliable evidence to address the review question and meet the objectives of the research (Kunonga et al. 2025). A narrative synthesis approach was used to integrate findings across the quantitative and qualitative studies. Evidence was organised under four domains: ethnicity, socioeconomic status, patient-level factors and primary-care service factors. Quantitative findings were reported using available effect estimates and statistical results, while qualitative evidence was used to explain patterns and contextual differences.
[bookmark: _Toc241218940]3.8 Quality Assessment
Design-appropriate critical appraisal tools were used to assess the methodological quality of the included studies. CASP is a reputable appraisal system, which assists the assessment of the quality and credibility of the published research and its relevance (Shaheen et al. 2023). Transparency and reliability of the review was enhanced by using a structured appraisal process. One design-appropriate tool was used to appraise each included study: the CASP Qualitative Studies Checklist was used for qualitative studies, while the appropriate JBI Critical Appraisal Checklist was used for quantitative studies. 
The evaluation has taken into account important issues including the clarity of the research purpose, appropriateness of the research design, sampling plan, data collection techniques, data analysis, ethical aspects, reporting of results and general validity of the study. The studies did not have to be left out due to the methodological limitations, rather their strengths and weaknesses were taken into account when the findings were to be interpreted. The quality check was also used to determine the possible sources of bias and disparity in the methodological quality of the included studies. 
More focus has focused on the results of the studies which have shown high methodological rigour and clear reporting. The results of the critical appraisal were then used to inform the evidence synthesis and in reaching conclusions based on methodologically credible evidence that could be applied to primary care in the UK (Hassan et al. 2025). In order to guarantee that methodological quality was adequately addressed in various study types, design-specific appraisal instruments were used. The CASP Qualitative Studies Checklist was used for qualitative studies. 
The quantitative studies were evaluated with the relevant JBI Critical Appraisal Checklist, depending on the study design, using the Analytical Cross-Sectional or Cohort Studies Checklist. This way, consistent assessment of the rigour of methodology, sampling, data collection and analysis, risk of bias, and reporting was possible while taking into account that different research designs have different criteria for establishing the credibility and reliability of evidence. The outcome of the study-by-study appraisal of the eligible study set is given in Appendix 1, with the outcome of the study-by-study appraisal for each of the six final studies included, the specific tool used, and the quality judgement.
[bookmark: _Toc241218941]3.9 Ethical Considerations
As this was a secondary, literature review-based study that did not involve the recruitment of human participants or the collection of primary data, formal NHS Research Ethics Committee approval was not required. In line with university policy for literature-based dissertations, a university ethics self-assessment/exemption application was submitted and approved prior to the commencement of data collection, and this study was conducted in accordance with that approval. The review was based entirely on secondary sources, namely peer-reviewed journal articles, official documents and clinical guidelines concerning health disparities in hypertension management in primary care among adults aged 40 years and over in the UK. 
Predefined inclusion and exclusion criteria were used to select the studies, and PRISMA 2020 guidelines were followed to ensure a clear and replicable study-selection process. All sources were appropriately cited to prevent plagiarism and maintain academic integrity, and the findings of included studies were reported without biased interpretation or selective emphasis. These procedures upheld ethical principles of transparency, honesty and rigour throughout the research process.
[bookmark: _Toc241218942]3.10 Methodological Limitations
A systematic literature review has some weaknesses although it offers a proper review of the available evidence. First, the review conducted was solely based on published secondary data such as the results were based on the quality and accessibility of existing research as opposed to newly gathered primary data. Second, studies that were published in other languages or settings besides the UK were left out and this could have made some interesting evidence to be missed. 
In addition, the studies varied in terms of their research design, sample, data collection methods, and thus, it became difficult to compare the obtained results. Since the majority of the studies included were of the observational type, they were able to determine relationships only but not provide causal relationships between factors that affected health inequities and hypertension care. These limitations notwithstanding, the systematic search strategy, use of predefined eligibility criteria, PRISMA guided selection process and design appropriate critical appraisal of the articles using the JBI and CASP enhanced the transparency of the review and the methodological credibility of the findings.
[bookmark: _Toc241218943]3.11 Chapter Summary
This chapter described the systematic-review methodology used to examine inequalities in hypertension management among adults aged 40 years and over. It outlined the research design, search strategy, final inclusion and exclusion criteria, study-selection process, data extraction, narrative and thematic synthesis, critical appraisal using design-appropriate JBI and CASP tools, ethical considerations and methodological limitations. Particular attention was given to ensuring that mixed-age studies contributed only hypertension-specific findings separately reported for participants aged ≥40 years.


[bookmark: _Toc241218944]CHAPTER 4: RESULTS
[bookmark: _Toc241218945]4.1 Introduction
This chapter details the results of the systematic literature search of health inequalities in hypertension care in adults aged 40 years and older in primary and primary-care related community settings in the UK. After applying the eligibility criteria to the end, 6 studies were included in the review. The studies were focused on various steps along the hypertension-care pathway, such as detection, initiation of treatment, medication adherence, blood-pressure control, antihypertensive treatment response and continuity of hypertension management. The age criterion was given special consideration in the final synthesis. 
For mixed-age studies, only hypertension-specific findings reported separately for age groups entirely aged 40 years and over were included. Whole-cohort findings from mixed-age samples were excluded. The majority of the older population and/or an average age > 40 years were not considered as evidence of eligibility. The results were combined in four domains consistent with the research objectives: ethnicity-related inequalities, socioeconomic inequalities, patient level factors, and primary-care service characteristics.
[bookmark: _Toc241218946]4.2 Systematic Literature Review
	Sl. No.
	Author(s)
	Year
	Title
	Methodology
	Findings

	1
	Carpio et al.
	2022
	Hypertension and cardiovascular risk factor management in a multi-ethnic cohort of adults with CKD: a cross-sectional study in general practice
	Cross-sectional analysis of EHRs from 47 South London general practices involving adults with CKD and hypertension
	Age-specific analysis showed poorer systolic BP control among older groups, particularly from 60 years onwards.

	2
	Robson et al.
	2021
	NHS Health Checks: an observational study of equity and outcomes 2009-2017
	Observational QResearch study of adults aged 40-74 years in UK general practices
	New hypertension diagnosis was higher among NHS Health Check attendees than non-attendees (25/1000 vs 9/1000), as was antihypertensive prescribing (25/1000 vs 13/1000). Diagnosis varied by ethnicity and deprivation.

	3
	Rison et al.
	2023
	Inequities in hypertension management: observational cross-sectional study in North East London using electronic health records
	Cross-sectional EHR study of adults with hypertension in North East London
	Age-specific hypertension-control results showed lower adjusted odds of control in ages 40-49 and 50-59 than the 60-69 reference group, with higher odds among older age groups.

	5
	Yogarajah et al.
	2025
	Exploring adherence to antihypertensive medication in Black African and Black Caribbean residents in South East London: a qualitative study
	Qualitative survey and interviews with Black African and Black Caribbean adults; analysed participants were aged ≥40
	Medical mistrust, limited shared decision-making and poor patient-clinician communication were barriers to antihypertensive adherence; understanding consequences and practical routines facilitated adherence.

	6
	Sinnott et al.
	2020
	First line drug treatment for hypertension and reductions in blood pressure according to age and ethnicity: cohort study in UK primary care
	UK primary-care cohort of new users of first-line antihypertensive medicines
	Among the ≥55-year group, BP reductions with CCB and ACEI/ARB treatment were broadly similar; finer age analyses suggested greater CCB benefit mainly among those aged ≥75.

	8
	Wiedemann et al.
	2024
	Impact of COVID-19 on recorded blood pressure screening and hypertension management in England: an analysis of monthly changes in the Quality and Outcomes Framework indicators in OpenSAFELY
	OpenSAFELY population cohort of English primary care
	Among hypertensive patients aged ≥80, treatment-to-target fell from approximately 85% to 58% during COVID-19 disruption before recovering.


Table 4.2: Systematic Literature Review
 (Source: Self-developed)
[bookmark: _Toc241218947]4.3 Thematic Synthesis of Findings
[bookmark: _Toc241218948]4.3.1 Ethnicity-Related Inequalities in Hypertension Management
Ethnicity-related inequalities were found predominantly in hypertension detection and patients' experiences of treatment. Robson et al (2021) found differences by ethnicity in the diagnosis of new hypertension after an NHS Health Check with their study population being exclusively aged 40-74 years. Several minority ethnic groups, such as Black African and Black Caribbean and South Asian groups, had a higher prevalence of new hypertension. These ethnicity-related findings were directly applicable to the review population, as the entire population met the age criterion.
Complementary qualitative evidence related to Black African and Black Caribbean adults was provided by Yogarajah et al. (2025). Medical mistrust, concerns that emerged through experiences of healthcare professionals, low participation in treatment decisions and lack of discussion on non-pharmacological management were reported. These experiences had an impact on attitude toward and compliance to antihypertensive medications. The study also suggested that increased shared decision making, understanding and awareness of the negative implications of uncontrolled hypertension can facilitate adherence.
The adjusted synthesis thus shows that there is variation in ethnicity with respect to detection and health care experience. It does not, however, offer adequate age-eligible evidence to be able to state one ethnic group is consistently worse controlled than another in UK primary care.
[bookmark: _Toc241218949]4.3.2 Socioeconomic Inequalities and Access to Hypertension Care
Evidence of socioeconomic inequalities was more limited compared to evidence for patient-level and service-related factors. Robson et al. (2021) found variations in participation in the NHS Health Check (NHSHC) and hypertension diagnosis by deprivation. More deprived groups had more new diagnoses of hypertension.
Such results indicate that there may be an association between socioeconomic factors and hypertension detection and prevention service use. However, the final age-eligible evidence did not show a clear gradient, the more deprived a person was, the worse the treatment or the more poorly the blood pressure was controlled. Thus, socioeconomic inequality should be understood in relation to a particular outcome and in a certain context, and not as a general relationship throughout the hypertension pathway.
[bookmark: _Toc241218950]4.3.3 Patient-Level Factors Influencing Hypertension Management
Patient-level factors identified were age, adherence, trust, communication and involvement in treatment decision-making. Poorer control of systolic blood pressure was found among older people with CKD and hypertension from age 60 years and older, as reported by Carpio et al. (2022). Further, Rison et al. (2023) showed that there was age-related variation within separately reported age groups, meaning that hypertension control was not equal among middle-aged and older adults.
Sinnott et al., 2020, looked at age and its association with response to first line antihypertensive therapy. In adults ≥55, CCB and ACEI/ARB treatment had broadly similar reductions in systolic blood pressure during follow-up, with larger reductions with CCB treatment being mainly seen in the oldest age groups in finer analyses.
Yogarajah et al. (2025) also showed that there was a relationship between behavioural and relational experiences and hypertension management. Issues of mistrust and low level of participation in decision-making were identified as barriers to adherence, and knowledge of the consequences of untreated hypertension and practical strategies for taking medications were offered as ways to promote adherence. Inequality at the patient level is thus a result of differences in patients themselves as well as the relationship between patients, treatment and health care workers.
[bookmark: _Toc241218951]4.3.4 Primary Care Service Factors Affecting Hypertension Outcomes
Outcomes also were related to primary-care contact and continuity of hypertension management. Robson et al. (2021) showed that people attending NHS Health Check were more likely to be diagnosed with hypertension and prescribed antihypertensive treatment than those who did not attend the Health Check. This means that when people access primary-care services to prevent something, it is a chance for earlier detection and treatment initiation.
Wiedemann et al. (2024) showed the fragility of hypertension care in the face of health care-system disruptions. The proportion of patients aged ≥80 years with recorded hypertension who were treated-to-target dropped significantly during the COVID-19 period but then bounced back toward pre-COVID levels. This is an indicator that continuity of routine hypertension care is especially crucial for older individuals in situations of service pressure.
[bookmark: _Toc241218952]4.3.5 Summary of Synthesised Findings
The second, final, thematic synthesis suggests that inequalities in hypertension management are complex. Ethnic variation was found in detection as well as healthcare experiences and patient trust, communication and shared decision making had an influence on medication adherence. Although evidence suggested socioeconomic variation was identified, it was not concluded that there was a uniform deprivation gradient. Age-related differences related to blood-pressure control and treatment response and preventive primary-care contact and continuity of service affected detection, treatment initiation and treatment-to-target.
In general, the results indicate that there is no single demographic factor responsible for the inequalities in hypertension prevalence among adults 40 years and older. Rather, across a series of stages in hypertension care, there are interactions between demographic, patient-experience and treatment characteristics and health-care-service organisation.
[bookmark: _Toc241218953]4.4 Chapter summary
In this chapter the results of the six studies that met the final eligibility criteria were presented. The studies identified inequalities and variations in blood pressure detection, treatment response, medication adherence, blood-pressure control and service delivery. Evidence of ethnicity was specifically pertinent to detection of hypertension and to patient experiences, and evidence of socioeconomic factors was scarce and outcome focused. The influences of age, adherence, communication and trust were important patient factors, while primary-care contact and service continuity influenced opportunities for effective management. The results of the above are critically interpreted in the following chapter within the scope of the research goals, literature and the WHO Social determinants of health framework.


[bookmark: _Toc241218954]CHAPTER 5: DISCUSSION
[bookmark: _Toc241218955]5.1 Interpretation of Results  
This systematic review aimed to explore the literature on the effects of ethnicity, socioeconomic status, patient-level factors and characteristics of primary-care services on hypertension diagnosis, treatment and management among adults aged 40 years and older. After the final application of the eligibility criteria, six of the studies were used for the synthesis. The findings reveal that there are inequalities at several points along the hypertension-care pathway, with varying degrees and strength of evidence across the 4 domains (Sheppard et al., 2021).
One of the initial research objectives was ethnic differences in diagnosis, treatment and management of hypertension. The final evidence suggests that there was an ethnic disparity in hypertension detection and in patients' experiences of treatment. Robson et al (2021) showed that there was an ethnic variation in the number of new diagnoses of hypertension amongst adults aged 40-74 years that attend the NHS Health Check programme. It indicates that the distribution of hypertension detection is not necessarily even across population groups, even in a system of universal health coverage.
But more cases in one group does not necessarily mean that the health care was inferior. An increase in diagnosis numbers could be due to an increase in prevalence, better recognition of previously undiagnosed hypertension or a combination of these two effects. Findings should therefore be considered in the broader social and clinical context rather than that variability in itself reflects poor quality of care (Onakomaiya et al., 2022).
Yogarajah et al. (2025) offers more insight into ethnicity-related inequalities by focusing on experiences of patients as well as clinical outcomes. Black African and Black Caribbean participants reported interpersonal and health care system mistrust, lack of involvement in health care choices and minimal mention of non-medical treatment of hypertension. These experiences may affect the compliance with antihypertensive drugs. By contrast, knowledge of the negative effects of omitting medication and engagement with care were said to be enablers.
These qualitative findings are of importance as they show that the observed ethnic inequalities cannot be viewed entirely in a biological sense. Experiences of health care, communication, trust and engagement in treatment decisions can impact on management. This interpretation can be seen in the broader context of literature reviewed in Chapter 2 which attributes ethnic health inequalities to a wider social, structural and health care system context.
Importantly, the updated age-specific evidence does not confirm the previous finding in the draft that the black ethnicity was consistently linked to poorer BP control. When information on adults ≥40 years of age was not available, whole-cohort ethnicity estimates from mixed-age studies were not included. The overall synthesis thus reaches a more conservative bottom-line: there is ethnic variation, but the evidence that is eligible is best for detection and treatment experiences, as opposed to consistent differences in blood-pressure control (Van Emmenis et al., 2022).
The second objective looked into socioeconomic status. There was evidence in this area that was relatively small. Robson et al. (2021) found that there was a variation in the proportion of people who participated in an NHS Health Check and who had a new diagnosis of hypertension in each deprivation group. Newly diagnosed hypertension was more prevalent in more deprived groups. This finding may be due to differences in the burden of underlying hypertension and/or differences in detection and engagement with preventive services. It, therefore, shows socioeconomic variation but not a simple cause-and-effect between deprivation and the quality of care.
One major implication of the updated evidence is that a general statement that higher deprivation is associated with worse outcomes for hypertension cannot be supported by the evidence. The first draft incorporated mixed age responses from studies, which have now been excluded or limited, and resulted in seemingly conflicting conclusions on the issue of deprivation and BP control. After applying the age criterion strictly, there is not enough evidence to define a socioeconomic gradient that is consistent. This is significant, as it helps to avoid an overly simplified interpretation of the Social Determinants of Health Framework. Socioeconomic disadvantage is a relevant factor, although this might vary depending on diagnosis, engagement, treatment, location/organisation of services (Lou et al., 2022).
The third aim was regarding barriers and facilitators at the patient level. Of the few demographic factors which were consistently available in the final evidence, age was the most common. Carpio et al. (2022) reported less control of SBP in older people with CKD and hypertension, especially after age 60. As the study reported older age groups separately, this finding can be directly applied to the review population, without the need to calculate the mean age. The finding implies that age could be associated with greater difficulty in BP management which could be due to clinical complexity, multimorbidity or treatment-related factors but cannot be determined from the observational study design.
Age-related hypertension differences were also found by Rison et al. (2023). Comparisons of some age categories revealed better control of older age groups than of younger, indicating that age is not consistently associated with results. So, without taking patient differences into account, Carpio and Rison are not necessarily contradictory evidence. Carpio studied people with both CKD and hypertension, and Rison studied a much larger group of people with hypertension who are treated in primary-care settings. Variations in underlying health status, differences in treatment and outcome definitions may also account for differences in their results.
Adding another layer, Sinnott et al. (2020) considers treatment response. Among the separately analyzed ≥55-year group, initiation of CCB and ACEI/ARB led to similar systolic BP reductions that occurred over the long-term. The results suggest that age per se is not necessarily a good predictor of inter-individual variance in drug effects. The study thus confirms the need to take account of each individual's clinical features, and to refute the idea that chronological age provides a direct indication of the efficacy of treatment.
Demographic influences were not the only patient level influences. Trust, communication, beliefs about medicines, and shared decision-making were found to be important factors affecting adherence as identified by Yogarajah et al. (2025). This evidence is especially important as hypertension often presents no symptoms and ongoing compliance can be influenced by the patient's awareness of the need for treatment, despite the lack of symptoms. So, both proper prescribing and patient adherence to long-term therapy are needed for effective hypertension management (Marshall et al., 2022).
The fourth objective was with respect to characteristics of primary-care services. Robson et al (2021) found evidence of increased hypertension diagnosis and antihypertensive medicine use among people who attended an NHS Health Check compared with those who did not. This difference should be interpreted with caution as attendance was not randomly assigned and the characteristics of individuals attending preventive services may differ from the characteristics of individuals who do not attend preventive services (Lauffenburger et al., 2023). However, the results show that having contact with preventive primary-care services offers an opportunity for previously unrecognised hypertension to be identified and treatment begun.
Wiedemann et al. (2024) shows the relevance of healthcare-system resilience. During the COVID-19 disruption, the proportion of patients who met the treatment target among the patients with hypertension aged ≥80 years decreased significantly and then bounced back. The decrease is concurrent with significant disruption of routine cardiovascular and primary-care services (Shah et al., 2023). This illustrates that outcomes in hypertension are not only related to the characteristics of the patient, but also to the strength of services to keep monitoring and management going in times of system stress.
Together, the service-level findings demonstrate two different aspects of primary care. Robson et al. points to opportunities afforded by preventive contact while Wiedemann et al. shows what happens when the routine contact breaks down. The results reinforce the notion that equitable hypertension care requires services that can identify, start, and follow-up with patients.
The overall findings align with the World Health Organization (WHO) framework of social determinants of health as adopted in chapter 2. The framework acknowledges that health outcomes are a combination of individual characteristics and broader social, economic and health system factors. The final synthesis also suggests that no one factor can account for differences in hypertension. Experiences of health care and trust in the health care system are linked to ethnicity as well; socioeconomic factors may be linked to detection and engagement; age is linked to different clinical patterns; and opportunities for detection and continued care are linked to service organisation (Abrahamowicz et al., 2023).
The updated evidence thus provides a multifactorial explanation to the research question. It is not possible to universally rank ethnicity, deprivation or any other determinants as the most important. Rather, inequalities are different depending on the component of the hypertension pathway being examined.
[bookmark: _Toc241218956]5.2 Implications of the Study
Results suggest implications for primary-care practice and health policy. First, the level of inequality should be measured locally, rather than assuming it is the same across every practice or Integrated Care System as it is at the national level. Diagnosis, treatment initiation, medication adherence and BP control should be explored in local relevant population groups. This monitoring could be used to determine if there are differential engagement and/or outcomes for specific groups and then target interventions where there is identified need.
Second, the results on ethnicity suggest that culturally responsive and patient-centred communication is important. Ethnicity should not be regarded as an explanation for adherence or hypertension outcomes per se. Yogarajah et al. (2025) highlights how trust, communication, and involvement in treatment decisions can influence patients' attitudes toward antihypertensive treatment. Primary-care consultations should therefore be used to afford patients the chance to discuss concerns about medicines, understanding of hypertension and preferences regarding management (Zeng et al., 2024). Where previous health care encounters have led to mistrust, shared decision-making might be especially helpful.
Third, there are few socioeconomic data to suggest that interventions should assume that one deprivation gradient can be applied to all hypertension outcomes. The identification of groups that need extra support must take local information about attendance for preventive services, diagnosis, follow-up and control into account. Pulling area level deprivation information can be useful for population-health planning but should not be used instead of an assessment of individual circumstances.
Fourth, the findings highlight the need to ensure adequate primary-care systems. A primary care example of how prevention encounters can be used for the identification and initiation of hypertension is shown by Robson et al. (2021). Wiedemann et al. (2024) illustrates the large impact on the attainment of treatment goals that disruption to routine care can have for older adults. Therefore, mechanisms should be put in place in primary-care systems to ensure hypertension review, treatment, and follow-up when there is greater pressure on services.
These implications are in favour of an integrated approach to hypertension disparities. Patient behaviour change only interventions are unlikely to be effective if patient behaviour is a problem due to service organisation, and monitoring interventions alone may not be sufficient if patients do not trust and/or engage with recommended treatments (Zhou et al., 2024). Equitable care involves engaging and communicating with patients in the right way, taking advantage of the services available.
[bookmark: _Toc241218957]5.3 Limitations of the Study 
The results need to be interpreted in the light of a number of caveats. First, the final evidence base was very small (six studies) and the study designs, populations, and outcomes were diverse. Five of the studies were quantitative, and predominantly observational, and one was qualitative. Observational studies can only provide information about relationships and associations, but not about whether the differences reported are directly attributable to ethnicity, socioeconomic status, or age or service characteristics. Meta-analysis was also not possible due to heterogeneity in outcome.
Second, there were a number of potentially relevant studies that did not exclude adults under 40 years. If a study was whole-cohort, the results were not accepted simply because a study's mean age was >40 years or because the majority of participants were >40 years old to maintain consistency with the review population. For the sake of comparability with the literature, hypertension-specific findings, separately reported for age groups entirely ≥40 years, were included in the mixed-age studies. This method increased the internal consistency but significantly decreased the number of evidence that could be used, especially for ethnicity, and sex and socioeconomic differences.
Third, there were inequalities in geographical coverage. Multiple studies were carried out in London or other urban populations. These settings are particularly rich in evidence due to their ethnic and socioeconomic diversity however, they may not reflect rural settings or all parts of the UK.
Fourth, some of the included papers did not solely address hypertension. Robson et al. (2021) assessed a variety of outcomes associated with NHS Health Checks, and Wiedemann et al. (2024) looked at a range of blood-pressure and QOF outcomes. Only outcomes that were clearly identifiable as hypertension-specific outcomes in these studies were included in the final synthesis. Yogarajah et al. (2025) was set in a community context rather than in a GP practice but looked at the issues of antihypertensive adherence and patient experiences with this that were directly relevant to primary care management.
Lastly, each of the studies coded age, ethnicity, socioeconomic factors and hypertension differently. This restricts direct comparison: However, predefined eligibility criteria, age-specific extraction, PRISMA-guided study selection, and design-specific JBI and CASP appraisal, all contributed to increasing the transparency and credibility of the review.


[bookmark: _Toc241218958]CHAPTER 6: CONCLUSION
[bookmark: _Toc241218959]6.1 Overall Conclusion and Answer to the Research Question 
This systematic review examined the extent to which ethnicity and socioeconomic status and patient-level and primary-care service factors are associated with differences in the diagnosis, treatment and management of hypertension among adults (40 years old and older) in general practitioner care and primary-care-relevant community settings in the UK. After completing the final eligibility assessment, six studies were used in the synthesis.
The evidence shows that there are inequalities at several points in the care pathway for hypertension. Detections of hypertension and blood-pressure controls, along with response to first-line treatment and medication adherence and continuity of service delivery, were found to be variable. The results, however, do not lend themselves to the conclusion that one of the demographic factors is consistently associated with the greatest inequality in all hypertension outcomes.
Evidence of ethnicity was most apparent in hypertension detection and experiences of care. Robson et al. (2021) found there were ethnic disparities in the diagnosis of new hypertension among adults aged 40-74 years. Yogarajah et al. (2025) revealed that antihypertensive medication adherence may be affected by the mistrust, communication challenges, and lack of engagement in clinical decisions experienced by Black African and Black Caribbean patients. This is a reminder that ethnic disparities should not be viewed merely as biological but are also a reflection of experiences in healthcare and broader social conditions.
But there were some socioeconomic differences that were also identified, albeit with limited evidence. Robson et al. (2021) showed deprivation had an impact on participation in the NHS Health Check and identified new hypertension diagnosis. However, the final results did not show a clear trend that the more deprived a person was, the worse treatment or less control they received. Consequently, socioeconomic conditions are important for hypertension inequality, but their impact is likely to be different across outcomes and local contexts.
Patient-level evidence identified the significance of age and treatment experiences. Carpio et al. (2022) reported that older adults with CKD and hypertension had poorer control of their systolic BP, and Rison et al. (2023) observed variability in hypertension control across separately reported age groups. The longer-term blood-pressure response was similar across the major first-line treatment groups in patients ≥55 years of age, as shown by Sinnott et al. (2020). Yogarajah et al (2025) also showed that trust, communication, and patient knowledge and involvement in decision-making affect adherence.
Service characteristics did also play a role. Robson et al. (2021) showed an association between preventive primary-care contact and increased detection of hypertension and antihypertensive prescribing. Wiedemann et al. (2024) demonstrated that TTT was significantly worse in patients with hypertension who were ≥80 years old during service disruption due to the COVID-19 pandemic, and then improved. These findings together suggest that having an opportunity to enter the pathway to equitable hypertension management requires complementary efforts to achieve continuity of long-term hypertension management.
This research question is thus answered with an explanation that is multidimensional. Ethnicity and socioeconomic conditions, patient experiences, age and healthcare-service organisation can each impact hypertension management, however, the impact is different across diagnosis, treatment, adherence and control. These are interacting determinants that must be considered in the provision of equitable hypertension care, not focused on a single determinant.
[bookmark: _Toc241218960]6.2 Summary of Main Findings Against the Research Objectives 
The first objective was to explore ethnic variation in the diagnosis, treatment and management of hypertension. Robson et al., 2021 have found ethnic group disparities in new hypertension diagnosis in the NHS Health Check programme. Yogarajah et al. (2025) offered qualitative evidence showing the influence of mistrust, communication and involvement in treatment decisions on antihypertensive adherence of black African and black Caribbean adults. Based on the updated age-eligible evidence, it was not determined that there was a consistent difference in blood-pressure control between Black and White patients. This was achieved by showing that there is ethnic variation and that the nature of the inequality varies according to the outcome under study, fulfilling the objective.
The other objective was to explore how socioeconomic status affects access to and quality of hypertension care. Robson et al. (2021) found that there was variation in engagement with preventive services and having a new hypertension diagnosis across deprivation levels. Ultimately, however, there was not enough evidence for a consistent linear correlation between higher deprivation and worse hypertension management. The review thus reveals socioeconomic variation and acknowledges that the direction and extent of this variation will probably vary according to the population studied, service differences and the nature of the outcome measured.
The third objective was to identify barriers and facilitators of treatment and long-term management at the patient-level. Yogarajah et al. (2025) directly confirmed the effects of medical mistrust, communication, shared decision making and understanding of hypertension on adherence. More hands-on medication schedules and awareness of consequences may help with ongoing treatment. Carpio et al. (2022), Rison et al. (2023) and Sinnott et al. (2020) also showed that age is associated with some components of BP control and response to treatment. Patient-level determinants thus encompass both treatment and healthcare experiences and individual characteristics.
The fourth objective looked at how characteristics of primary-care services exacerbate or diminish inequalities. Preventive contact is important, as Robson et al (2021) found that there were more detection and antihypertensive treatment in NHS Health Check attendees. Major disruption of the health care system may have a significant impact on the percentage of older adults achieving treatment to target for hypertension (Wiedemann et al., 2024). This makes the availability of services, preventive contact, continuity of monitoring and clinical follow-up an important part of equitable hypertension management.
The fifth objective was to create evidence-based recommendation. In combination, the results suggest the need to conduct regular local assessments of inequalities, ensure accurate hypertension monitoring and follow-up, implement culturally responsive communication, and establish care plans and systems that support ongoing care in times of disruption.
[bookmark: _Toc241218961]6.3 Reflection on the Research and Effectiveness of the Approach 
The research question was answered using the systematic literature review which was suitable for this research question as it looks at hypertension inequalities in various populations, outcomes and study designs. The structured search and PRISMA-based selection process ensured transparency in evidence identification and narrative and thematic synthesis was used to interpret the heterogeneous quantitative and qualitative evidence together.
The population criterion was applied strictly in a significant methodological improvement during the final review. This study was specifically directed at adults 40 years and older, but some of the papers that were first identified included adults from wider age ranges. If the mean age is more than 40, it does not imply that there is a specific effect in ≥40-year-old age group as the contribution of the younger age group is not ignored. Likewise, if half or more of the sample is over 40, it does not exclude the influence of younger groups.
Therefore, unless a hypertension-specific result could be separately reported for all participants in a single age group (aged 40 years and older), results from mixed age studies were excluded from the whole-cohort results. This method led to the exclusion of the study by Jones et al. (2023), Wu et al. (2021) and Rison et al. (2024) and limited the findings drawn from certain studies that were included. It decreased the evidence base, but the alignment with the review question, eligibility criteria, data extraction and final conclusions is significantly better.
A final review included two analytical cross-sectional studies, three cohort studies and one qualitative study. The JBI Analytical Cross-Sectional Checklist was used to assess the studies by Carpio et al. (2022) and Rison et al. (2023). The evaluations of Robson et al. (2021), Sinnott et al. (2020) and Wiedemann et al. (2024) were done with the JBI Cohort Checklist, and the evaluation of Yogarajah et al. (2025) was done with the CASP Qualitative Studies Checklist. The methodological quality was evaluated using design-specific tools, which enabled evaluation of methodological quality based on the characteristics of each type of evidence.
The method also ensured that wide-ranging research did not include any other outcomes. Examples of this include multiple NHS Health Check outcomes reported by Robson et al. (2021), which were synthesised only for new hypertension diagnosis and antihypertensive treatment. Wiedemann et al. (2024) conducted a general blood pressure screen and hypertension-management QOF and the final synthesis focused on the hypertension-specific treatment-to-target outcome in the age eligible ≥80 population.
Yogarajah et al. (2025) provided a valuable qualitative perspective, which was not available in routinely collected EHR data. The quantitative studies showed differences existed and the qualitative studies showed how trust, communication and decision-making may affect adherence mechanisms. But the conclusions of the study cannot be broadly applied due to small sample size and community-based recruitment.
Overall, the systematic approach worked well as it enabled the existing evidence base to be critically re-evaluated and focused upon what was relevant to the stated population and outcomes. The end result is that the review is more conservative than the synthesis, but its findings are more consonant with the evidence that was actually available.
[bookmark: _Toc241218962]6.4 Recommendations for Practice and Policy 
Primary-care organisations should regularly audit how the diagnosis, initiation of treatment, adherence, monitoring and blood-pressure control of hypertension is achieved within their population groups, relevant to the local area. Average scores of the entire population can mask variations in specific communities. This can be achieved by local analysis and can be used to highlight the need for further support.
Ethnicity should not be used as an independent predictor of differences in hypertension outcomes. The findings from Yogarajah et al. (2025) suggest that trust and communication, and involvement in treatment decisions, may impact adherence. Primary-care professionals need to offer chances for patients to discuss issues regarding medicines, knowledge of hypertension, and past healthcare experiences. Long-term management of hypertension should involve the use of shared decision making and culturally responsive communication.
In the same way, the need for socioeconomic interventions should be informed by locally demonstrated needs. While there were differences in detection and engagement in preventive services, the review did not show a consistent association between deprivation and all outcomes. Hence, in assessing the effectiveness of hypertension management within primary-care organisations, care providers should consider local patterns and not expect to see the poorest outcomes in every dimension of care for the most deprived.
Preventative opportunities for detection should be continued. Robson et al. (2021) shows that NHS Health Checks can act as a conduit for identification and treatment of undiagnosed hypertension. Special focus should be on groups who are less likely to attend for preventive care.
Last but not least, services should have systems in place to sustain hypertension management in the event of a health care disruption. The identified drop in treatment-to-target among older patients with hypertension in the study by Wiedemann et al. (2024) is a good example of the potential impact of disrupted continuous treatment. It should therefore be continued during periods of service stress where possible as recalled systems and medication follow-up and review should continue.
[bookmark: _Toc241218963]6.5 Recommendations for Future Research 
The interactions between ethnicity, socio-economic factors, patient experiences and the nature of healthcare services should be explored further, rather than investigating these factors separately. Longitudinal studies would be helpful in determining the progression of inequality from the time of diagnosis until initiation of treatment, adherence to treatment and long-term control of BP.
Reporting should also be enhanced for age groups in future studies. In studies of large adult populations, categorize ages and report hypertension outcomes directly for adults 40 years and older. The mean or median age should never replace age stratified results. Reporting of groups like 40-49, 50-59, 60-69, 70-79 and ≥80 would greatly enhance the use of evidence in age specific systematic reviews.
Ethnic, sex, socio-economic and service-related outcomes should also be reported in the same age-stratified analyses that include the same age categories. This would allow the evaluation of the ethnicity/socioeconomic differences in older people without having to use the results from mixed age groups.
Other qualitative and mixed-method studies are needed to explore the mechanisms driving inequalities in adherence to and long-term management of hypertension. Specific focus needs to be on patient-clinician trust, medication beliefs, communication, shared decision-making and experiences of health care services. The Yogarajah study offers valuable evidence but was conducted on a small sample; research with larger and more varied populations is required.
Last, but not least, evidence needs to be gathered from beyond the London and big urban centres. Future research could help to determine whether the observed patterns in ethnically diverse urban populations extend to the rural and less dense population in other parts of the UK (Kunarso and Tan, 2025). Greater uniformity with definition of ethnicity, socioeconomic status, and control of hypertension will also facilitate comparison between future studies.
[bookmark: _Toc241218964]6.6 Contribution to Knowledge and Final Conclusion 
The systematic review adds to the knowledge by synthesising six studies that investigated inequalities in adults aged 40 years and over in primary care and in primary-care-relevant community settings around hypertension care. The review does not suggest that ethnicity, socioeconomic status and patient characteristics are treated independently, but shows how ethnicity, socioeconomic status and patient characteristics can act at various stages in the care pathway for hypertension.
The evidence is consistent with the theoretical framework of the dissertation (WHO SDoH framework). There is a need to look at hypertension outcomes beyond clinical treatment and behaviour of the individual. Social factors, health-care experiences and the organization of primary-care services could impact on diagnosis, engagement with treatment, and/or long-term management.
One of the key strengths of the updated review is its clear separation of the evidence that is truly relevant to older adults (aged 40 years and older) from that which comes from mixed-age samples. The review is done without using mean age as a sign of population eligibility, as the results of the whole cohort are excluded where age-eligible outcomes were not separately presented. This leads to a smaller but more coherent evidence base, in terms of methodology.
Findings do not prove inconsistent diagnosis of hypertension and/or BP control among ethnic groups but rather indicate ethnic differences in detection and patient experience of hypertension. There was some evidence for a deprivation gradient for aspects of detection and engagement, but not the entirety. The age, adherence, communication, trust and service level (preventive contact and continuity of care) were identified as patient and service level factors.
As such, the review ends with a recommendation that equitable hypertension management among adults aged 40 years and older should be addressed through an integrated approach. It is essential that reliable detection, monitoring, treatment and follow-up are accompanied by patient-centred and culturally responsive communication. Primary-care organisations should seek out inequalities in their own population and address inequalities that are shown to exist in place of assuming the presence of inequalities among certain groups (Davies et al., 2024). Future research should offer more clear age-specific evidence to assess differences by ethnicity, socioeconomic status and healthcare access, specifically among middle-aged and older adults.
[bookmark: _t5dwlprl06ae]In summary, hypertension inequality in the UK primary care should be viewed as a product of the interplay of demographic, social, patient experience and health system factors. Therefore, alongside clinical effectiveness in managing hypertension, primary-care systems must be able to deliver accessible, responsive and continuous care, to address these inequalities.
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Appendix 1: Quality Appraisal Results of Included Studies
Appendix 1A: JBI Critical Appraisal of Analytical Cross-Sectional Studies
	JBI Analytical Cross-Sectional Appraisal Criterion
	Carpio et al. (2022)
	Rison et al. (2023)

	1. Were the inclusion criteria clearly defined?
	Y
	Y

	2. Were the participants and setting adequately described?
	Y
	Y

	3. Was exposure measured validly and reliably?
	Y
	Y

	4. Were objective, standard criteria used to measure the condition?
	Y
	Y

	5. Were relevant confounding factors identified?
	Y
	Y

	6. Were appropriate strategies used to address confounding?
	Y
	Y

	7. Were outcomes measured validly and reliably?
	Y
	Y

	8. Was the statistical analysis appropriate?
	Y
	Y

	Overall appraisal
	High quality
	High quality


Appendix 1B: JBI Critical Appraisal of Cohort Studies
	JBI Cohort Appraisal Criterion
	Robson et al. (2021)
	Sinnott et al. (2020)
	Wiedemann et al. (2024)

	1. Were comparison groups derived from the same population and sufficiently comparable?
	N*
	Y
	Y

	2. Was exposure/group status measured consistently across groups?
	Y
	Y
	Y

	3. Was exposure/group status measured validly and reliably?
	Y
	Y
	Y

	4. Were relevant confounding factors identified?
	Y
	Y
	Y

	5. Were appropriate strategies used to address confounding?
	Y*
	Y
	N

	6. Were participants free of the outcome at baseline, where applicable?
	Y
	Y
	NA

	7. Were outcomes measured validly and reliably?
	Y
	Y
	Y

	8. Was the follow-up period sufficient for the outcomes assessed?
	Y
	Y
	Y

	9. Was follow-up sufficiently complete and adequately described?
	U
	Y
	NA

	10. Were strategies used to address incomplete follow-up where required?
	U
	Y
	NA

	11. Was the statistical analysis appropriate?
	Y
	Y
	Y*

	Overall appraisal
	Moderate-High quality
	High quality
	Moderate-High quality


Appendix 1C: CASP Qualitative Studies Checklist
	CASP Qualitative Appraisal Criterion
	Yogarajah et al. (2025)
	Appraisal Comment

	1. Was the research aim clearly stated?
	Y
	Clear aim to explore barriers and facilitators to antihypertensive medication adherence among Black African and Black Caribbean participants.

	2. Was qualitative methodology appropriate?
	Y
	Appropriate for investigating experiences, beliefs, trust and adherence barriers.

	3. Was the research design appropriate to the study aim?
	Y
	Electronic survey followed by semi-structured qualitative interviews and thematic analysis.

	4. Was the recruitment strategy appropriate?
	Y*
	Purposive/community recruitment targeted the relevant population, although recruitment was difficult and the final sample was small.

	5. Were data collected appropriately?
	Y
	Interviews were semi-structured, recorded, transcribed verbatim and securely stored.

	6. Was the researcher-participant relationship adequately considered?
	Y
	The first author's GP role, professional position and ethnic background were explicitly reported; potential interpretive bias was considered.

	7. Were ethical issues appropriately addressed?
	Y
	Ethical approval and consent procedures were reported.

	8. Was the data analysis sufficiently rigorous?
	Y*
	Structured thematic analysis was used and themes were reviewed with co-authors; however, analysis relied mainly on one researcher and saturation was not reached.

	9. Were the findings clearly stated and supported by data?
	Y
	Four themes were clearly reported and supported by participant quotations.

	10. Does the study provide valuable evidence relevant to the review?
	Y
	Provides direct evidence on trust, communication, shared decision-making and medication adherence in a population experiencing hypertension inequalities.

	Overall appraisal
	Moderate-High quality
	Methodologically appropriate and highly relevant, but limited by small sample size, recruitment challenges and lack of data saturation.


Appendix summary table
	Study
	Appraisal Tool
	Overall Quality Judgement

	Carpio et al. (2022)
	JBI Analytical Cross-Sectional Checklist
	High quality

	Rison et al. (2023)
	JBI Analytical Cross-Sectional Checklist
	High quality

	Robson et al. (2021)
	JBI Cohort Checklist
	Moderate-High quality

	Sinnott et al. (2020)
	JBI Cohort Checklist
	High quality

	Wiedemann et al. (2024)
	JBI Cohort Checklist
	Moderate-High quality

	Yogarajah et al. (2025)
	CASP Qualitative Studies Checklist
	Moderate-High quality
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