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• Introduction 
Proactive management is necessary for 
long-term health issues. For serviceusers, 
families, and carers in the United 
Kingdom, this booklet provides an 
evidence-based review of hypertension 
(high blood pressure). The care of 
hypertension must be ongoing, and in 
many cases, it must be lifelong. Althoughit 
is usually incurable, it can be effectively 
managed withmedicationand behavioural 
modifications (Whelton et al., 2018). To 
create a collaborative relationship with 
your healthcare team for active health 
management, this book seeks to 
equipyouwithathoroughgraspof 
hypertension'sdefinition,prevalence,andPrevalenceandBurden 
riskfactors. 

ExplanationofHypertension 
 

• Definition 

The systolic(heart-beating)pressure plus 
the diastolic (resting) pressure is the 
measurementof the force of blood 
pushing against the wallsofthe arteries 
(Oparil et al., 2018). Chronically high 
bloodpressure isknown as hypertension. 
Diagnosisisoftenmade inthe UKifhome 
monitoring confirms persistent clinic 
readings above140/90mmHg(or150/90 
mm Hg if over 80 mm Hg) (NICE, 2022). 
According to Mills et al. (2020), the 
cardiovascularsystemandotheressential 
organs are put to strain by this persistent 
pressure. Regular screening is crucial for 
the prompt detection of hypertension 
since it is often asymptomatic ("silent 
killer"). 

Global Statistics: The prevalence of 

hypertension increases with age and affects 

anestimated 1.28billionpeople worldwide.It 

increases preventable cardiovasculardisease 

and early death, according to the WHO 

(2023) and Forouzanfar et al. (2017). 

UKStatistics: Over 25% of individuals inthe 

UK have hypertension, according 

tostatistics.It worsens heart attacks and 

strokes.Undiagnosed hypertension puts 

public health at risk by causing preventable 

complications.Public HealthEngland (2021) 

Hypertension and Multimorbidity: 

Hypertension often coexists with otherchronic 

illnesses, including diabetes, obesity, and 

chronic kidney disease, making it challenging 

to manage.The relative prevalence of 

multimorbidity improves with age, although 

the proportion of people under 65 with 

several illnesses is greatest. 
 

 



CausesandRisks 

Non-ModifiableRiskFactors 

Age:Hardeningofarteriesconsiderablyincreasesrisk(Millsetal.,2020). 

Heredityandfamilyhistory:First-degreerelativesincreaserisk(Padmanabhan 

andJoe,2017). 

Ethnicity: UK Black African, Black Caribbean, and South Asian individuals are at 

higherrisk andstart sooner (NICE,2022;Agyemanget al.,2024). 

ModifiableRiskFactors 

High Salt Intake: According to Mills et al. (2020), the main factor affecting blood 

pressure is consuming a high amount of salt. The National Health Service (2022) 

recommendsaimingforless than 6 grammesannually. 

PhysicalInactivity:PublicHealthEngland(2021)andWheltonetal.(2018) found that 

regular aerobic exercise decreases blood pressure, but sedentary 

behaviourincreases risk. 

Weight: A higher risk ofcardiovasculardisease isassociatedwith being 

overweight(Oparil et al., 2018). 

DrinkingtoexcessincreasesBP(NHS,2022). 

Nutrition:Adietrichinsaturatedfatanddeficientinfruitsandvegetables 

increasestherisk(Wheltonetal.,2018). 

Socioeconomic Factors: Lifestyle, environmental, and stress factors are 

associated with a higher prevalence of multimorbidity and an earlier beginning of 

deprivation(by10-15 years) (Barnettet al.,2012; Marmotet al.,2020). 



 
TheImpactofNHSManagementStrategiesonHypertension 

1. PhysicalImplications: 

Damage to blood vessels and important organs over time is the main risk of chronic 

hypertension. It is not uncommon for this end-organ damage to grow covertly before causing 

major clinical symptoms (Oparil et al., 2018). Critically, the risk varies; results are greatly 

influenced by factors such as the length and intensity of hypertension, the presence of other 

diseases (multimorbidity), and treatment adherence (NICE, 2022). 

CVD: Hypertensionranks as the topriskfactor for cardiovascular disease (CVD) onaworldwide 

scale(Millset al., 2020).Byraisingtheburdenonthe heart andspeeding upatherosclerosis(the 

hardening and constriction of the arteries), it greatly raises the risk of heart attacks (myocardial 

infarction). Additionally, it is the single most important modifiable risk factor forhemorrhagic and 

ischaemic strokes (Whelton et al., 2018). In addition, it exacerbates heart failure, a condition in 

whichthe heart muscle atrophys andfails toefficiently pump bloodthroughoutthebody. 

CKD: Hypertensioncauseschronickidneydisease(CKD), whichhindersthekidneys'capacityto filter 

blood of waste by damaging their tiny blood capillaries. Conditional kidney disease (CKD) and 

eventual renal failure that calls for dialysis or a transplant may result from this over time (Mills et 

al., 2020). Because renal illness can induce or exacerbate hypertension, the link is frequently 

reciprocal. 

hypertensive retinopathy: Damage to the blood vessels in the retina, which is located at the 

back ofthe eye, cancause vision issues and, in extreme cases,blindness(Opariletal., 2018). 

Cognitive Decline and Dementia: Hypertension, especially hypertension in middle age, is 

becoming moreand morerecognisedasasignificant riskfactor for cognitive impairment andthe 

onset of vascular dementia in old age. This is probably because hypertension damages the 

brain's tiny blood vessels. 

 

 
2. PsychologicalImplications: 

Psychological Well-being: Anxiety and depression are among the mental health issues that 

have been linked to hypertension, according to Li et al. (2015), but the link is complicated. It is 

already challenging enough to live with a chronic illness that requires constant attention and 

medication. Furthermore, it is possible that some physiological systems associated with 

hypertension impact the control of mood as well. People who suffer from both depression and 

hypertensionare more likely to have negative healtheffects and a lower quality of life. According to 

Barnett et al. (2012), the risk of mental health issues is greatly increased when there is more than 

one medical condition. 

Cognitive Function: In addition to the risk of dementia, those who have not been officially 

diagnosed withdementia might nevertheless have minor impacts oncognitive processes suchas 

memory and attention speed (Iadecola and Gottesman, 2019). 

The Treatment Burden: A high treatment burden can result from having to follow strict drug 

regimens, go to appointments, monitor blood pressure, and make major lifestyle changes. This 

can cause stress, dissatisfaction, and a decrease in quality of life. Psychological well-being may 

be negatively impacted by the adverse effects of several antihypertensive drugs, such as 

weariness or mood disturbances. 



 

 
3. SocialImplications: 

Aperson'sabilitytomanagetheirhypertensionandthepresenceorabsenceof 

complicationsdeterminetheextenttowhichtheconditionaffectstheirsociallife. 

Dietaryimprovements (less salt, fat, and alcohol) and greater physical activity are 

examples of suggested lifestyle changes that may have an effect on social 

involvement (e.g., going out to restaurants, drinking with friends). The positive 

connotationof thesealterationsas aids to healthis prevalent,nevertheless. 

Work and Functioning: The ability to work is usually unaffected by simple, well- 

controlled hypertension. Stroke and severe heart failure are two problems that can 

causesubstantialimpairment,whichinturnimpactssocialroles,independence, and the 

capacity to work (British Heart Foundation, 2023). Fatigue is one pharmaceutical 

sideeffectthatmaymakeitdifficultforsomepeopletogoabout their everyday lives. 

Socioeconomic factors: Poverty increases prevalence and onset (Marmot et al., 

2020).Critically,socioeconomicstatuscanalsoaffectmanagement; disadvantaged 

people may find it harder to access healthy food, safe places to exercise, and 

consistenthealthcare,whichmayworsen health inequalities(Barnett et al., 2012). 
 
 
 
 

 
4. BroaderFamilyImplications: 

Hypertensionimpactsothers,especiallywhensignificanthealthissuesoraddictionsoccur. 

Caregiving Burden:In the event of stroke, heart failure, or dementia, family members often 

provide significant care.Carers' emotional, physical, and financial wellbeing might suffer (Feinberg 

et al., 2022).Successful self-management involves family support, which can be difficult. 

Emotional Impact: Family members maygothroughalot of pain, worry, andlosswhentheysee a 

loved one go through a big health crisis, like a stroke, or whenthey deal with the gradual 

deterioration that comes with vascular dementia. 

Problems with funding: If the patient or caretaker has to cut back ontheir hours worked or quit 

their job entirely due to serious issues, they may lose money. Costs related to care or house 

improvementscould be higher as well. 



 
StrategiesforNHSTreatment 

NHS administration adheres to NICE evidence-based 

recommendations, which advocate a step-by-step strategy based on 

risk and blood pressure levels that begins with lifestyle modifications 

and progresses to the use of medication (NICE, 2022). (Health 

Foundation,2016) Collaborativedecision-makingis essential. 

1. LifestyleModifications: 

Lifestyle modifications are essential for anyone dealing with 

hypertension, whether or not medication is necessary. Notable 

suggestions are from the following sources: Public Health England 

(2021), NHS (2022), andNICE (2022): 

 Modifying one's diet by cutting down on salt (to less than 6 

grammes per day), incorporating more fruits, vegetables, and 

wholegrainsinto one'smeals(like the DASHdiet), cutting back on 

saturated fat, and limitingcaffeine use. 

 WeightManagement:Reachingandmaintainingahealthybody 

weight(BMI18.5-24.9kg/m2). 

 Maintaining aregularexerciseroutineentailsdoing aerobic 

activityofamoderatelevel (such asbriskwalking orcycling)for at least 

150 minutesper week. 

 AlcoholModeration:Keepingconsumptionwithinthecurrent 

suggestedlevels,whichis14unitsperweekspacedoutacross 

manydays. 

 Although the exact relationship between smoking and blood 

pressure is debatable, quitting is essential for 

cardiovascularhealthin general. 

 



 
 
 
 
 
 
 
 
 

 
2. PharmacologicalTreatment(Medication) 

If behavioural modificationsalone arenot enough toreducerisk, or ifthe risk 

isveryhigh,pharmacological treatment (medication)maybenecessary 

(NICE,2022).Thefollowingmedicationclassesareoftenaddedor combined in a 

stepwise fashion according to an algorithm depending on ethnicity and age: 

Calciumchannelblockers('C')andangiotensin-convertingenzymeinhibitors 

('A')arecommonfirstoptions. 

Combinationssuchas'A'+'C'areutilisedasnecessary.Then,diureticsthat 

are similartothiazides('D')areadded. 

Itmaybenecessarytouseextradiureticsorothermedicationsunderthe 

supervisionofaprofessionaltotreatresistanthypertension(NICE,2022). 

According to NICE (2022) and Whelton et al. (2018), the objective is to lower 

long-term risks by reaching the target blood pressure, which is typically less 

than 140/90 mmHg. To ensure adherence and monitoring, primary care 

evaluationsshould be conducted regularly. 
 

3.Self-ManagementSupport 

Education, lifestyle support, medication 

adherence measures, and the promotion ofhome 

blood pressure monitoring are allimportant 

components of self-management 

assistance(McManusetal.,2018;NICE,2022). 

Treatment goals are better met through 

collaborativecare planning. 



ManagementFrameworksforChronicConditions 

Structured techniques that shift from reactive, episodic treatment to proactive, 

coordinated, and person-centred tacticsare necessary for the 

effectivemanagementoflong-termillnessessuchashypertension.Redesigningservices 

to enhance patient outcomes is guided by several theoretical models and 

frameworksinhealthcaresystems.Thebookletassessesthe'HouseofCare'in the United 

Kingdom and the Chronic Care Model, which is well-known across the world,as two 

noteworthyFrameworks. 

• UKMODEL:TheNHS"HouseofCare"Framework 

The "House of Care" is an English National Health Service (NHS) conceptual 

framework thatwasdeveloped todirectthe execution ofindividualised care plans 

forpeoplewithchronicdiseases(Coulteretal.,2013).Atitsheart,thisconcept haswhat is 

essentially ahousewith "person-centred coordinated care" in the middle. Critically, it 

contends that four interconnected factors must be present and strong at thesame 

timefor thisto bepossible: 

 Givingpatients theinformation they need tobean activeparticipant in their 

careandtomakeeducateddecisionsisakeycomponentofcreating engaged, 

knowledgeable individuals and carers. The promotion of self- managementis 

strongly supported by this. 

 Healthandcareprovidersdedicatedtopartnershipworking:changingthe 

focusfromindividualcaretoteamworkinwhichpatientsareactivelyinvolved 

andwhoseknowledgeandexperiencesare valued. 

 Facilitating person-centred care through organisational and supporting 

processes,suchasproactivecareplanningandefficientinformation exchange. 

 Thelocalhealthandcareeconomy'sstrategicplanningandpurchaseof 

servicesactivelysupportsandincentivisesthistailored,coordinated 

approach,whichisknownascommissioning. 

The House of Care isbuilt on the principle of collaborative care and support planning, 

which is based on the idea that each person's needs and preferences should be 

taken into account when making decisions and setting goals (Coulter et al., 2013). A 

key feature of the framework is how well it fits in with existing NHS 

institutions,especially concerning thecentrality ofcommissioners' rolesin facilitating 

systemicchange.Onepersistentobstacleinputtingthismodelinto broad use is the need 

for organisational and cultural changes away from disease- centric approaches and 

towards more holistic, person-centred ones (NationalVoices, 2020). 



• TheChronicCareModel:InternationalModel. 

Amonginternationalframeworksforenhancinghealthsystemtreatmentfor chronic 

disease, the Chronic Treatment Model (CCM)—developed in the US—is likely the 

most prominent (Gee et al., 2015). The plan's end objective is to shift healthcare 

away from an emphasis on crisis management and towards a more 

proactive,population-basedmodel.The CCMstatesthatthebestresultscome 

from"ProductiveInteractions"betweena"Prepared,ProactivePracticeTeam" and an 

"Informed, Activated Patient". Enhancements to six essential parts make these 

interactions possible: 

• 1.Fosteringaleadershipandculturethatprioritiseschroniccareisan 

importantpartofthehealthsystem,whichistheorganisationofhealthcare. 

• 2.Integratingpatientrecords,informationexchange,andproactivereminders 

intoclinicalinformationsystemstobolstercareplanning. 

• 3.Incorporatingexpertknowledgeandevidence-basedstandardsintostandard 

treatmentisan exampleofdecisionsupport. 

• 4. Designing a system fordelivery ofcare: reshaping practiceteams(e.g., through 

the use of interdisciplinary roles) and processes to provide preventative medicine. 

• 5. Givingpatientsthetoolstheyneedtotakechargeoftheirhealthandfeel good about 

themselves iswhatwemean by "Self-Management Support"(Grady and Gough,2014). 

• 6.PoliciesandCommunityResources:Connectingpatientswithcommunity 

resourcesandencouragingpoliciesthatpromotehealth. 

A large body of evidence backs the CCM, showing that treatments that include 

several CCMcomponentsleadtobettercareprocessesandpatientoutcomesfor a range 

of chronicdiseases (Coleman et al., 2009; Stellefson et al., 2020). According to 

Stellefson et al. (2020), partial adoption of the CCM usually leads to limited results; 

therefore, complete implementation is necessary to achieve the full advantages. This 

is similar to what happens with the House of Care. To effectively 

manageillnesseslikehypertension,bothframeworksessentiallycallforasystem-wideshift 

towardsproactive, integrated treatment that centres on thepatient. 



• DifficultieswithLocalImplementationandIntegratedCare 

In England, Integrated Care Systems (ICSs) play a significant role in translating 

nationalpolicyintofrontlineservices.Similarorganisationsexist inotherpartsof the UK. 

To better meet the requirements of the local community, these systems integrate 

several partners, including local governments and NHS entities, toplan and 

commissionservices (NHS England,2021). 

• TailoredSupport:ICSsenablelocalisedinterventiontargeting,whichmay 

meanmorefundingforregionswithagreaterhypertensionprevalence orfor peoplewith 

particular demographic requirements. Existing budgetary constraintsand historical 

service designs frequently limit their capacity to legitimately redirect attention and 

resources towards hypertension prevention and community-based care, 

ratherthanacutehospitalservices (Charlesworthet al.,2022). 

• Integrated Care Agenda: One of the main goals of ICSs is to improve the 

integration of health and social care, which is essential for properly controlling 

hypertension, particularly in the context of multimorbidity and complicated social 

circumstances. On the ground, creating seamless integration is still tough, despite 

this policy effort. Separate information technology systems, different professional 

cultures,andchallengesincoordinatingamongseveralproviders,especially 

acrossprimary, secondary,and social care, can stilllead to fragmented treatment for 

patients(Rolandet al.,2012; Charlesworthet al.,2022). 

While the health and social care agendas in the UK lay out a solid plan for 

hypertension prevention, early diagnosis, and integrated management, 

thedifficultiesinputtingtheseplansintoactionfrequentlydampen theireffect. The 

levelofsuccessinimprovinghypertensionoutcomesforpeopleisheavily 

impactedbyresourcerestrictions,chronichealthinequitiesassociatedwith poverty, and 

the challenges in attaining genuine operational integration across systems. 



 

 

ImprovedHypertension Care: 

Recommendations 

• Patient-centered care, which 

encourages self-management and 

includes proper end-of-life planning, 

is essential for better hypertension 

outcomes. 

• Integratingauthenticperson- 

centredcarerequires: 

• Shared decision-making (SDM): 

Collaboratively determining 

treatment objectives and tacticswhile 

taking patient values and evidence 

into account is known as shared 

decision-making (SDM) (Coulter and 

Collins, 2011; NICE, 2021). Time and 

clinical expertiseare necessary. 

• Collaborative Care 

Planning:Theprocessofcreatingperso

nalisedplansthatcentreon the needs 

and preferences ofpatients to improve 

their health and well-being(NHS 

England,2015). 

• Cultural competence: Adapting 

care to varied origins and resolving 

challenges in impoverished or 

minorityethnicgroupsareaspects of 

cultural competence (Agyemanget 

al., 2024). 

Strengthening Assistance for Self- 

Management 

 Structured education: Accessible 

informationonthedisease,its therapies, 

lifestyle choices, and monitoring is the 

goal of structured education. 

 Confidence-Building and Skill- 

Building: Help people develop useful 

skills (like home monitoring) and boost 

their self-esteem to achieve betterresults 

(Chiauzzi, Rodarte, and DasMahapatra, 

2015). 

 Technology: Be cognisant of access 

limitations when using digital tools for 

monitoringandsupport(McManuset al., 

2019). 

 Behaviourchangetechniques:Goal- 

setting, problem-solving, andmotivational 

interviewing are all part of behaviour 

change techniques; yet, 

stickingtothemoverthelongterm might be 

difficult (Kelly and Barker, 2016). 

 
IncorporatingThoughtsonPalliativeCare 

 Advanced Care Pathway: National 

Palliative and End-of-Life Care 

Partnership (2021) recommends that 

patients whose health is failing begin 

conversations about their future care 

choicesasearlyaspossible.Postponedofte

n (Howard et al.,2015). 

 Palliative Care: Provide 

comprehensive assistance to patients 

and their families as they approach the 

end of life owing to problems; prioritise 

symptommanagementandqualityof life 

(NHS England,2022). 
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