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[bookmark: _Toc223772487]1. Introduction
Hypertension (high blood pressure) is a chronic, long-term condition characterised by persistently elevated arterial blood pressure, typically defined in UK clinical practice as a clinic reading of 140/90 mmHg or higher, as outlined by the National Institute for Health and Care Excellence. It is among the greatest modifiable risk factors of cardiovascular disease, such as stroke, myocardial infarction, heart failure and chronic kidney disease. Hypertension is often referred to as the silent killer; many people often do not even notice any of its symptoms, so until severe complications arise, they remain unknown and unidentified (Carey et al. 2021). The World Health Organisation estimates that hypertension affects about 1.3 billion adults aged 30-79 years all over the world, with most of them being unaware of the condition (World Health Organisation, 2025). Management, thus, goes beyond pharmacological therapy to encompass lifestyle change, behavioural change assistance, and psychosocial therapy, as a whole person, preventive process in lessening long-term morbidity and premature mortality. 
[image: ]
Figure 1: Rise in blood pressure among adults
Source: (World Health Organisation, 2025)
[bookmark: _Toc223772488]2. Understanding Hypertension 
[bookmark: _Toc223772489]2.1 Definition and Pathophysiology 
Hypertension is a chronic cardiovascular condition defined in UK clinical practice as a persistent clinic blood pressure reading of ≥140/90 mmHg, confirmed by ambulatory blood pressure monitoring (ABPM) or home blood pressure monitoring (HBPM) readings of ≥135/85 mmHg, in accordance with the National Institute for Health and Care Excellence (Kibone et al. 2023). This form of diagnosis enhances accuracy and limits white-coat effect misclassification.
Pathophysiologically, the development of hypertension is multifactorial with the involvement of genetic, environmental, and behavioural factors (Turner et al. 2015). Genetic predisposition can influence the way sodium is handled, vascular tonus and activity of the sympathetic nervous system. The activation of the renin-angiotensin-aldosterone system (RAAS) in neurohormonal disharmony assists vasoconstriction, sodium retention, and fluid imbalance, which result in persistent vascular resistance rises (Green et al. 2019). Further increases in systolic pressure are structural vascular alterations, such as arterial stiffness and endothelial dysfunction, which increase further in older adults.
These biological processes are enhanced by lifestyle and environmental aspects, including obesity, excessive salt intake in the diet, lack of physical activity, alcohol use, and chronic stress (Turner et al. 2015). Chronic hypertension impairs arterial endothelium, hastens atherosclerosis, and overloads the heart, greatly increasing the risk of stroke, myocardial infarction, chronic kidney disease, heart failure, and vascular dementia.
[bookmark: _Toc223772490]2.2 Global and UK Burden 
Hypertension represents a major global public health challenge. The World Health Organisation estimates that around 1.3 billion adults aged between 30 and 79 years around the world have hypertension, with almost 46% of them unaware of their condition (World Health Organisation, 2025). It causes several fatalities estimated to be 10 million per year, mainly as a result of cardiovascular-related complications, including stroke and ischaemic heart disease.
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Figure 2: Increase in CVD
Source: (World Health Organisation, 2025)
In the UK, hypertension affects approximately 14–15 million adults, equating to around one in three adults. However, an estimated 4–5 million individuals remain undiagnosed, reflecting its often-asymptomatic nature. In the UK, hypertension is one of the most pertinent modifiable risk factors of premature mortality and disability because it leads to about 50% of heart attacks and strokes (British Heart Foundation, 2025).
Beyond its clinical impact, hypertension imposes a substantial economic burden on the NHS. The long-term pharmacological management costs, primary care monitoring, emergency admissions, and the treatment of complications, such as renal failure and heart disease, are costly (Maaliki et al., 2022). Its societal burden is further exacerbated by indirect costs, such as the loss of productivity and the need for long-term social care, which underscores the importance of effective approaches towards prevention, early detection, and sustained management (Ferdinand et al. 2020).
[bookmark: _Toc223772491]3. Aetiology and Risk Factor 
Hypertension is a multifactorial condition arising from the interaction between non-modifiable biological factors and modifiable behavioural and environmental influences. 
[bookmark: _Toc223772492]3.1 Non-modifiable 
One of the best predictors is age; arterial stiffness progressively increases with age as a result of vascular remodelling and decreased elastin, which are some of the causes in older patients who develop isolated systolic hypertension. Its prevalence increases tremendously beyond the age of 60 (Green et al. 2019). The other determining factor is ethnicity. The Blacks and Caribbean people in the UK have an earlier onset, higher average blood pressure, and are at higher risk of stroke than the Whites (Office for National Statistics, 2025). Genetic predisposition and family history also contribute to the risk, especially in cases of inherited dysregulation of sodium balance or vascular tone (Manosroi and Williams, 2019). Men are more likely to develop hypertension earlier in life, although post-menopausal women demonstrate increasing prevalence.
[bookmark: _Toc223772493]3.2 Modifiable 
A significant percentage of cases is attributed to modifiable risk factors. A strong relationship exists between obesity and hypertension; a 10 kg gain in body weight is related to a 2-3 mmHg increment in the systolic blood pressure. Unnecessary consumption of salt, which is currently approximately 8-9 g/day in adults in the UK, surpasses the recommended 6g/day amount and has a direct effect on fluid retention and vascular resistance (Kagaruki et al. 2015). The dysfunction of the endothelium and sympathetic stimulation are worsened by physical inactivity, detrimental alcohol intake, and smoking. Neurohormonal processes also respond to chronic psychosocial stress, which maintains high blood pressure (Ng et al. 2020).
Importantly, socioeconomic deprivation significantly shapes hypertension risk. The prevalence is greater, and blood pressure control and complication rates are poorer among people who inhabit deprived UK communities (Masenga and Kirabo, 2023). The inequalities are maintained through structural determinants, such as food insecurity, scarce green space, less access to healthcare, and occupational stress, which confirms that hypertension is not merely a biomedical problem but a social and political problem.
[bookmark: _Toc223772494]4. Physical, psychological and Social Impact 
[bookmark: _Toc223772495]4.1 Physical Impact
Hypertension is a leading cause of preventable morbidity and mortality. Continuously high blood pressure causes damage to the walls of arteries, speeding up the process of atherosclerosis and exposing the individual to cardiovascular and renal issues (Farhadi et al. 2023). Hypertension in the UK is the cause of about 50% of strokes and myocardial infarction. It is a leading cause of coronary artery disease, heart failure, chronic kidney disease (CKD) and retinopathy. Chronic cerebral small vessel damage can also cause vascular dementia in the long-term period due to long-term uncontrolled hypertension (Laurent and Boutouyrie, 2020).
Complications often result in long-term disability. Stroke survivors may experience mobility impairment, speech difficulties, or cognitive decline, increasing reliance on formal and informal care (Graham et al. 2025). Additionally, there are a lot of hypertensive people who have several medications to control. Polypharmacy in elderly patients elevates the risk of adverse drug events, orthostatic hypotension and falls, which complicate the management process and quality of life.
[bookmark: _Toc223772496]4.2 Psychological Impact
Despite being frequently asymptomatic, the diagnosis of hypertension can carry psychological consequences. Some develop increased health anxiety, especially the fear of stroke or sudden cardiac death. The perceived lack of a sense of autonomy or distress due to medication burden and the likelihood of lifelong treatment can arise (Ahmed and Mohammed, 2025). Research indicates that people with chronic conditions can have a distorted illness identity, which affects adherence behaviours. On the other hand, since hypertension does not show symptoms, other patients do not take it seriously, and thus fail to engage in treatment (Hou et al. 2024). This contrast between perceptions versus asymptomatic experience is a problem for healthcare professionals who seek to encourage long-term self-management.
[bookmark: _Toc223772497]4.3 Social and Family Impact
Hypertension can have significant social implications, particularly following complications. Impairment of working power following heart disease or stroke can influence job and economic status. Caring for older adults is often a responsibility of the family, which causes a strain on caregivers and emotional stress (Sun, 2015). Such lifestyle changes as a change of diet or a decrease in alcohol consumption frequently demand joint changes within the family, which can cause interpersonal conflicts.
Moreover, hypertension disproportionately affects individuals in socioeconomically disadvantaged communities, reinforcing cycles of inequality (Kjeldsen, 2018). Lack of housing, access to nutritious food, and work-related stressors are also known to promote the development of the disease, as well as a worsening of the outcomes. Therefore, hypertension not only affects the pathology of individuals, but it also affects the whole family, community and health/social care systems.
[bookmark: _Toc223772498]5. Evidence-based treatment in the UK 
Management of hypertension within the NHS follows the stepwise guidance outlined by the National Institute for Health and Care Excellence (GOV. UK, 2025). 
[bookmark: _Toc223772499]5.1 Lifestyle Modification 
First-line therapy focuses on lifestyle change, especially in patients whose cardiovascular risk and hypertension are at a low stage. The suggested interventions include weight loss, adherence to the DASH-style diet with a high intake of fruits, vegetables, and whole grains, a daily salt intake of less than 6 g/day, at least 150 minutes of moderate-intensity physical activity per week, alcohol control, and quitting smoking (Daley and Vadakekut, 2025). This has been supported by evidence showing that systolic blood pressure can be reduced by around 5-15 mmHg, which can greatly lower cardiovascular risk when achieved through lifestyle changes alone.
[bookmark: _Toc223772500]5.2 Pharmacological Management 
Where lifestyle measures are insufficient, pharmacological therapy is introduced using an age- and ethnicity-sensitive approach. ACE inhibitors or angiotensin receptor blockers (ARBs) are typically the first choice in adults under 55 years old. In contrast, calcium channel blockers are recommended in adults older than 55 years of age and in Africans or of Caribbean descent (Baptiste et al. 2024). Combination therapy, as well as the use of thiazide-type diuretics, is introduced in case of failure to meet the targets. Although effective, compliance has been noted to be an issue, as the literature shows that up to 40% of patients stop taking antihypertensive drugs in one year, making long-term management unsustainable (Hamrahian et al. 2022).
[bookmark: _Toc223772501]6. Theoretical Perspectives and Models of Care  
Effective hypertension management requires integration of clinical treatment with system-level and behavioural frameworks. 
[bookmark: _Toc223772502]6.1 House of Care Model 
The House of Care Model is widely used to support person-centred management of long-term conditions such as hypertension. The model emphasises collaborative care planning between patients and healthcare professionals, supported by engaged individuals, proactive multidisciplinary teams, and coordinated healthcare systems. Its four components include informed patients, healthcare professionals committed to partnership working, supportive organisational processes, and community resources that promote self-management (Coulter et al. 2016). The approach strengthens personalised hypertension care and lifestyle modification. However, effective implementation can be limited by time pressures in primary care, workforce shortages, and variations in service coordination across regions.
[bookmark: _Toc223772503]6.2 International Model – The Chronic Care Model (CCM) 
Internationally, the Chronic Care Model (CCM) is a structured approach to the management of long-term conditions created by Wagner and his colleagues. The model focuses on six interconnected factors that are self-management support, delivery system redesign, decision support, clinical information systems, community resources, and health system organisation (Peyroteo and Lapao, 2025). The evidence shows that in the long term, with the full implementation of the CCM-based interventions, the blood pressure management and medication adherence are enhanced via proactive, planned care, instead of reactive treatment.
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Figure 3: Chronic Care Model
Source: (Peyroteo and Lapao, 2025)
Critically, whereas the CCM enhances patient empowerment and coordinated care, its implementation needs a strong infrastructure, long-term funding, and interoperable data systems to succeed. In low-resource environments, disconnected services may compromise their performance (Ogunniyi et al. 2021). The two models do not disagree that improving the outcomes of hypertension requires a combination of pharmacological and system-wide interventions that not only deal with behavioural, organisational, and structural determinants of health (Cheung et al. 2020).
[bookmark: _Toc223772504]7. Political and Policy Context
The national prevention and cardiovascular policies of the Department of Health and Social Care (DHSC) affect the hypertension management in England. According to the policy paper Advancing our health: prevention in the 2020s, the early detection and risk reduction of cardiovascular disease (CVD) is in the spotlight, with blood pressure control being one of the clinical priorities (Rehman et al., 2021). The NHS England NHS Long Term Plan (2019) also promises to prevent 150,000 heart attacks, strokes and cases of dementia by finding more cases of high blood pressure and treating them. National programmes like the CVD Prevention Programme and the NHS Health Check programme have the aim of identifying those at risk systematically.
The former Public Health England Salt Reduction Programme has contributed to a measurable decline in population salt intake, supporting modest reductions in average blood pressure levels nationwide. However, since 2013, austerity measures and decreased grants related to the prevention of health to local governments have limited prevention services that have a disproportionate impact on the deprived populations (Timpel et al. 2020).
Integrated Care Systems (ICS) are brought into existence as a part of the Health and Care Act 2022 to enhance coordination in primary, community, and secondary care. Though ICS models encourage cooperation, the capacity to work and distribution of resources regionally still have an impact on achieving hypertension management equity.
[bookmark: _Toc223772505]8. Recommendations 
To improve hypertension outcomes in the UK, a multi-level strategy addressing clinical, behavioural, and structural determinants is required. To begin with, more deprived regions need to be covered with community-based blood pressure screening programs to enhance early detection with the help of pharmacies, faith centres, and mobile health units (Londoño et al. 2020). Second, preventive and public health services require long-term investments to overcome the modifiable risk factors, including obesity, dietary salt, and physical activity, among others.
Culturally specific education programmes should be reinforced to enhance the engagement of high-risk ethnic groups, and resources must be culturally and linguistically specific. The application of the principles underlying behavioural psychology, motivational interviewing and habit-formation techniques in regular primary care could increase medication adherence and long-term lifestyle change (Jones et al. 2020).
Digital health technologies, including remote monitoring and adherence apps, should be supported by targeted digital inclusion initiatives to prevent widening inequalities among older adults and low-income populations (Usman et al. 2024). Lastly, teamwork in Primary Care Networks Multidisciplinary teams comprising pharmacists, nurses, dietitians, and social prescribers should be further expanded as the teams will provide holistic, coordinated care.
This type of system-wide reform would help align clinical management with larger overall public health and equity objectives.
[bookmark: _Toc223772506]9. Person Centred and Self-Management 
Person-centred care is fundamental to effective long-term management of hypertension. The National Institute for Health and Care Excellence prioritises shared decision-making, which means that a patient plays an active role in choosing treatment modalities that align with his or her preferences, culture, and lifestyle. It is a strategy that improves the interaction and promotes long-term behavioural change (Lalani et al. 2025).
The cultural sensitivity of care is of utmost importance as it is highly prevalent due to the increased prevalence of hypertension within African and Caribbean populations in the UK. Adherence can be enhanced by customised education, educational resources in the language and cultural dietary awareness (Londoño et al. 2020). Health literacy should also be assessed, because the less knowledge there is about asymptomatic conditions, the less serious the condition is perceived to be, and the less adherent to treatment.
Home blood pressure monitoring enables patients to engage in self-management and has been shown to improve blood pressure regulation with professional support (Cheung et al. 2020). Medication reminders, lifestyle monitoring, and remote consultations can be supported with the help of digital technologies and mobile applications. Nevertheless, digital exclusion, especially in older adulthood and socioeconomically disadvantaged populations, will threaten to increase health disparities (Kjeldsen, 2018).
Therefore, person-centred hypertension care must balance technological innovation with equitable access, structured education, and ongoing professional support to optimise long-term outcomes.
Along with this, Hypertension management in frail elderly people and those with advanced multimorbidity is a case that needs to be carefully considered clinically and ethically (Graham et al. 2025). Although tight blood pressure control lowers cardiovascular risk in the long term for middle-aged groups, it has been proposed that aggressive treatment in frail elderly patients may have diminishing benefits and greater harm. Overtreatment may lead to orthostatic hypotension, dizziness, falls, acute kidney failure and low cerebral perfusion, especially in individuals with cognitive delay or a known cardiovascular disease (Jones et al. 2020).
More importantly, clinicians should be able to strike a balance between the dangers of therapeutic inertia and the dangers of overmedicalisation (Lalani et al. 2025). A shared decision-making method that is person-centred makes hypertension treatment appropriate, morally right, and sensitive to the intricate requirements of patients at the end of life.
[bookmark: _Toc223772507]10. Conclusion
Hypertension is one of the most common and preventable chronic diseases, which causes a high level of cardiovascular morbidity, mortality, and health inequalities in the UK. Despite solid clinical guidance and national plans that provide precise guidance on how to manage the condition, there are still problems with detection, compliance, and fair service provision. The physical complications, the psychological burden and the social implications of the condition indicate the importance of taking a whole-person approach as opposed to a purely biomedical model.
Treatment of hypertension should be based on evidence-based medication and lifestyle interventions, support of behaviour and policy intervention at the level of the system. Also, the treatment should be individualised, especially concerning older adults and individuals with complex needs, which should be consistent with quality-of-life concerns. To reduce the disparities, it is necessary to address structural determinants and bolster the prevention efforts. A staff-centred, longitudinal, and interdisciplinary approach to healthcare has been central to the enhancement of long-term outcomes and the avoidance of preventable cardiovascular disease.
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