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Hypertension is a widespread long-term cardiovascular condition that continues to be a major public health challenge in the United Kingdom and globally. It is one of the leading preventable contributors to cardiovascular disease, stroke, chronic kidney disease and premature mortality (World Health Organization, 2025). Because it usually develops without obvious symptoms, many people remain unaware they have the condition until complications arise, despite effective methods of screening and treatment (British Heart Foundation, 2023).
This booklet is intended for health and social care professionals, including nurses, general practitioners, pharmacists and social care practitioners. It presents an evidence-based overview of hypertension, covering its definition, epidemiology, risk factors, physical, psychological and social effects, current NHS management, relevant care models, national policy and recommendations for person-centred, self-management and end-of-life care. The overall aim is to support safe, evidence-informed practice and improve outcomes for people living with hypertension.
Section 1 : Definition, Prevalence and Risk Factors
Definition of hypertension
Hypertension is a long-term condition in which arterial blood pressure remains consistently above the normal range, increasing the workload of the heart and blood vessels. Blood pressure is the force exerted by circulating blood against arterial walls and is measured in millimetres of mercury (mmHg) as systolic pressure over diastolic pressure. According to the National Institute for Health and Care Excellence (NICE, 2023), hypertension is diagnosed when clinic blood pressure is 140/90 mmHg or above, confirmed by ambulatory or home blood pressure monitoring readings of 135/85 mmHg or above.
Hypertension is classified as either primary (essential), accounting for approximately 90–95% of cases with no identifiable cause, or secondary, resulting from underlying conditions such as renal disease or endocrine disorders (National Institute for Health and Care Excellence, 2023). Accurate diagnosis is essential to guide appropriate treatment and reduce the risk of long-term cardiovascular complications.


	Blood Pressure Categories (European Society of Hypertension, 2023)
	Category

	Clinic blood pressure (mmHg)

	
	

	Optimal
	  120/80

	Normal
	  120–129 / 80–84

	High-normal
	  130–139 / 85–89

	Grade 1 hypertension
	  140–159 / 90–99

	Grade 2 hypertension
	  160–179 / 100–109

	Grade 3 hypertension
	  180/110






Although most cases are primary hypertension, distinguishing primary from secondary hypertension is clinically important. Secondary causes should be considered in younger patients, those with resistant hypertension or sudden-onset disease, as treating the underlying cause may remove the need for lifelong antihypertensive therapy.
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  (NHS, 2024).
Global and UK Burden of Hypertension
[image: ]( Key Hypertension Epidemiological Statistics — Global and UK Burden Source: Adapted from WHO (2025).
The figures highlight hypertension as a major population health concern rather than only an individual clinical diagnosis. The large global prevalence demonstrates the scale of the condition, while the number of undiagnosed adults in the United Kingdom shows that detection remains a significant weakness within current prevention strategies. This is important because untreated hypertension can cause progressive vascular and organ damage for many years before symptoms appear, increasing avoidable demand on primary care, emergency services and long-term social care.
	Indicator
	Statistic

	Global adults (30–79) with hypertension
	1.4 billion (World Health Organization, 2025).

	Global deaths attributable to hypertension / year
	10.8 million

	United Kingdom adults with hypertension
	14.4 million (~1 in 4)

	United Kingdom adults with undiagnosed hypertension
	5.5 million

	Annual direct National Health Service cost
	£1.5 billion+

	% of strokes attributable to hypertension
	54%



Prevalence is higher among older adults, men, people of Black African and Caribbean heritage, and those in deprived communities  reflecting both genetic and socio-environmental factors (Marmot et al., 2020). The scale of undiagnosed hypertension is particularly striking: of the 14.4 million United Kingdom adults estimated to have the condition, more than a third are unaware of it, meaning they are accruing cardiovascular risk with no opportunity to intervene. 
[image: ]Risk factors and Aetiology
1. Non-modifiable: age, sex, ethnicity, family history. Heritability is estimated at 30–50% (Evangelou et al., 2018).
1. Modifiable: high salt intake, low potassium intake, obesity, inactivity, excess alcohol, smoking, chronic stress, sleep apnoea, and certain medicines (non-steroidal anti-inflammatory drugs, contraceptives, steroids, decongestants). 
1. Each modifiable risk factor exerts a measurable, dose-dependent effect on blood pressure. For example, each additional standard alcoholic drink consumed daily is associated with a clinically meaningful rise in systolic blood pressure (Roerecke et al., 2017). Complications associated with hypertension. Source: VIMS Hospital (n.d.).

1. Wider social determinants  poverty, food insecurity, poor housing, occupational stress, lack of green space, pollution  drive both prevalence and inequality in outcomes (Marmot et al., 2020). Professionals should look beyond individual behaviour to these structural drivers, recognising that the capacity to act on lifestyle advice  to afford fresh food, access safe outdoor space, or take time off for medical appointments  is unevenly distributed across the population. Acknowledging these constraints, rather than treating non-adherence as purely an individual failing, is central to equitable hypertension care.

Section 2 : Impact: Physical, Psychological and Social
[image: ]Physical impact
Persistently raised blood pressure gradually damages blood vessels and vital organs, including the heart, brain, kidneys and eyes. Over time this increases the likelihood of heart attack, stroke, heart failure and chronic kidney disease.. It doubles the risk of heart attack and is the single biggest contributor to stroke (Lewington et al., 2002). It causes left ventricular hypertrophy, heart failure and atrial fibrillation (Williams et al., 2018); it is a leading cause of chronic kidney disease; and it can damage the retina, peripheral arteries and brain (vascular dementia). These complications share a common mechanism: chronic mechanical stress on the vascular wall, which over years accelerates atherosclerosis, promotes fibrosis in the heart and kidneys, and weakens small blood vessels in the brain and retina. Hypertensive nephropathy and hypertension are closely linked, as declining kidney function can further increase blood pressure, creating a vicious cycle that becomes difficult to interrupt once established.Source: American Heart Association (2025)

Guidance bases treatment on overall 10-year cardiovascular risk rather than blood pressure alone (QRISK3) the risk calculator used across UK general practice, which combines blood pressure with other factors such as age, cholesterol, smoking and diabetes status to estimate the chance of a heart attack or stroke in the next 10 years), integrating age, sex, ethnicity, smoking, cholesterol and diabetes status into a single risk estimate that better reflects an individual's true likelihood of a cardiovascular event."Nothing about me, without me."
(Department of Health, 2012)


Psychological impact
A hypertension diagnosis can trigger health anxiety and fear of cardiac events, especially with a family history of heart disease (Broadbent et al., 2006). People with hypertension report lower quality of life even after accounting for physical health (Mena-Martin et al., 2003). The relationship with mental health is two-way: stress, depression and anxiety raise blood pressure via the body's stress hormone system, while the burden of diagnosis and lifelong treatment can itself cause anxiety and depression  particularly in younger adults, for whom a hypertension diagnosis may feel premature, stigmatising or at odds with their self-image as healthy (Dimsdale, 2008; Marshall, 2004).
	Practice tip
1. Routinely screen for anxiety and depression (e.g. Patient Health Questionnaire-9, Generalised Anxiety Disorder 7-item scale) and ensure access to psychological support (National Institute for Health and Care Excellence, 2023).
1. Validate the patient's emotional response to diagnosis before moving straight into lifestyle or medication advice — feeling heard improves later engagement.


Social impact and families
Lifelong medication, monitoring and dietary change create a real treatment burden; adherence to antihypertensives is below 50% at one year in many studies (Vrijens et al., 2017). This burden tends to grow with the complexity of the regimen: patients on multiple antihypertensive agents, or those experiencing side effects such as fatigue, dizziness or sexual dysfunction, are at particular risk of disengaging from treatment, especially when they feel asymptomatic and well in day-to-day life.
Diet advice , salt restriction, the Dietary Approaches to Stop Hypertension diet, alcohol reduction, weight loss  can disrupt family meals and cultural food practices; advice that ignores cultural context can feel dismissive and reduce engagement (Artinian et al., 2010). Effective dietary support therefore works with, rather than against, a patient's existing food culture  for example, identifying lower-sodium variations of familiar dishes rather than prescribing a generic Western-style diet. Informal carers often help with medication, monitoring, meal preparation and appointments  and have a right to their own assessment and support under the Care Act (2014). Professionals should proactively ask about caring responsibilities and signpost carers to assessment, recognising that carer strain can undermine the very support structures that sustain a patient's self-management.“The good physician treats the disease; the great physician treats the patient who has the disease.”
(William Osler)

Section 3 : Evidence-Based National Health Service Treatment
Lifestyle change (first line for everyone)
1. Cut salt to under 6g/day, ideally below 5g (World Health Organization, 2025)
1. Follow a Dietary Approaches to Stop Hypertension-style diet ,high in fruit, veg, wholegrains, low-fat dairy; low in saturated fat and red meat
1. At least 150 minutes/week of moderate aerobic activity
1. Manage weight, limit alcohol to no more than 14 units/week, stop smoking
These changes are powerful: the Dietary Approaches to Stop Hypertension diet alone can lower systolic blood pressure by 8–14 mmHg (Appel et al., 1997); each kilogram of weight loss lowers it by roughly 1 mmHg (Neter et al., 2003); cutting salt by 4.4g/day lowers it by about 4.2 mmHg (He and MacGregor, 2004). A patient who reduces salt intake, loses weight and increases activity can often achieve a clinically meaningful drop in blood pressure without medication, particularly in Stage 1 hypertension. Lifestyle measures remain important even once drug treatment starts, since they can reduce the number or dose of medications needed and provide broader cardiovascular and metabolic benefit beyond blood pressure alone.
Medication (National Institute for Health and Care Excellence NG136)
1. Under 55 and not of Black African/Caribbean heritage → angiotensin-converting enzyme inhibitor or angiotensin receptor blocker first
1. 55+, or of Black African/Caribbean heritage at any age → calcium channel blocker first
1. Step 2: add angiotensin-converting enzyme inhibitor or angiotensin receptor blocker, plus calcium channel blocker.
1. Step 3: add a thiazide-like diuretic
1. Step 4 (resistant hypertension): add spironolactone, a beta-blocker or alpha-blocker, with specialist referral
[image: ][image: ]Single-pill combinations are encouraged to reduce tablet burden and improve adherence. National Institute for Health and Care Excellence (2023) also stresses optimising the dose of each agent before adding another, rather than escalating prematurely, and recommends regular medication reviews to check for side effects. 

Monitoring and review 
Ambulatory blood pressure monitoring or home blood pressure monitoring confirms diagnosis and avoids the white-coat effect; validated upper-arm monitors should be recommended (British and Irish Hypertension Society, 2024). Every patient should have an annual review: blood pressure check, adherence and side-effect review, lifestyle review, QRISK3 calculation, and a check on wellbeing and end-organ damage. Quality and Outcomes Framework indicators provide a financial incentive for practices to achieve blood pressure control targets, though critics note these population-level targets may not always suit individual patients, particularly older or frailer people for whom tight control carries more risk than benefit (Doran et al., 2006).What’s white coat syndrome?

White coat syndrome occurs when a person’s blood pressure reads higher in a clinical setting than it does at home. This is usually due to anxiety, stress or nervousness caused by being assessed by a healthcare professional. 


Reducing overall cardiovascular risk
Statins typically atorvastatin 20mg are offered where 10-year cardiovascular disease risk is 10% or above. Routine antiplatelet therapy is not used for primary prevention, but is indicated after a cardiovascular disease event. Smoking cessation and diabetes management remain key parts of overall risk reduction. Taken together, these measures reflect a shift in modern guidance away from treating blood pressure as an isolated number, toward managing the whole cardiovascular risk profile of the individual in front of you.
Section 4 : Models and Frameworks for Better Outcomes
[image: ]House of Care (United Kingdom) 
The House of Care promotes collaborative long-term condition management by placing the individual at the centre of care planning. It emphasises shared decision-making between an informed patient and a proactive multidisciplinary team, supported by effective organisational systems and commissioning. In hypertension management, the model encourages personalised care planning that considers the patient’s preferences, treatment goals and ability to self-manage, rather than focusing solely on achieving blood pressure targets.Principles of person-centred care (British Heart Foundation, n.d.).

Activated patients achieve better blood pressure control (Hibbard and Greene, 2013) — but this requires organisational support: protected time, training in shared decision-making, and good information technology systems. Without these foundations, the aspiration of an activated patient meeting a proactive professional in a meaningful care planning conversation remains difficult to realise within the time pressures of routine National Health Service primary care, which is why the model places as much emphasis on system-level enablement as on individual consultation skills.
[image: ]Chronic Care Model (international)
(Adapted from Barr et al. (2003).
Wagner's Chronic Care Model identifies six components: health system culture, self-management support, care delivery design, decision support, clinical information systems, and community resources. For hypertension, electronic blood pressure registers, recall systems and dashboards are linked to better blood pressure control (Bray et al., 2010), structured education and peer support improve adherence (Bosworth et al., 2011); and social prescribing connects patients to community activity and diet programmes, particularly valuable in deprived areas.
The model's emphasis on decision support is also directly relevant to United Kingdom practice: integrated QRISK3 calculators, automated alerts for overdue reviews, and embedded prescribing guidance within general practitioner clinical systems are all practical, Chronic Care Model-informed applications already in everyday use. Because the model originated in United States managed-care, it needs thoughtful adaptation to National Health Service funding and commissioning structures (Bodenheimer et al., 2002).
Section 5 : Policy Context
England
Reducing the burden of hypertension is a key priority within the NHS Long Term Plan,( 2019) which aims to improve earlier detection and optimise treatment through community-based case finding and prevention initiatives. National Health Service England estimated this could prevent 14,000 heart attacks and 21,000 strokes. The Health Inequalities Improvement Programme specifically targets the ethnic and socio-economic gaps in detection and control, funding targeted outreach, culturally appropriate health promotion and workforce diversity initiatives so that services better reach the communities most affected (Bhopal, 2014).
Wales
Together for Health: A Heart Disease Delivery Plan (Welsh Government, 2021) sets national standards for blood pressure detection and control, expands community testing, and aims to reduce variation in prescribing. The All Wales Medicines Strategy Group provides prescribing guidance aligned with National Institute for Health and Care Excellence but adapted for the Welsh context. The Well-being of Future Generations (Wales) Act 2015 requires a preventive, joined-up approach to population health, supporting upstream work on obesity, inactivity, diet and tobacco, and mandating collaboration between health boards, local authorities, Public Health Wales and the voluntary sector.
National Institute for Health and Care Excellence guidance
The updated NG136 (2023) strengthened recommendations on ambulatory or home blood pressure monitoring for diagnosis, updated drug pathways to reflect newer evidence, and emphasised shared decision-making. Quality Standard QS28 sets measurable indicators for local services, giving commissioners a benchmark against which to assess and improve hypertension care in their area.
Critical evaluation
Targets remain hard to meet  National Institute for Health and Care Excellence estimates fewer than 60% of treated patients reach 140/90 mmHg, and access to ambulatory blood pressure monitoring and structured lifestyle programmes is patchy and unequal (Sinnott et al., 2013). COVID-19 caused a major disruption: about 2.1 million fewer people had a blood pressure reading recorded in 2020 than 2019 (British Heart Foundation, 2021), creating a backlog of undetected and uncontrolled hypertension that primary care services are still working through. The shift to remote consultation makes accurate measurement harder, increasing reliance on home monitoring and clear patient guidance on technique (Greenhalgh et al., 2020). Professionals have a role in advocating for the resources and organisational conditions needed to close these gaps, rather than treating policy ambitions as separate from day-to-day clinical practice.
Section 6 : Person-Centred Care, Self-Management and End-of-Life Care"Informed, activated patients and prepared, proactive healthcare teams are fundamental to high-quality chronic care."
(Wagner, E.H. et al, 2001)

Person-centred care and shared decision-making
Hypertension is symptomless, patients who feel well may not see the urgency of treatment  making person-centred conversations essential (Vrijens et al., 2017). National Institute for Health and Care Excellence (2021) recommends shared decision-making for choice of medication, blood pressure targets and lifestyle priorities, incorporating the patient's own values. Tools like heart-age calculators and visual risk graphics can help patients understand personal risk in concrete, relatable terms rather than abstract numbers, supporting more meaningful conversations about the benefits and trade-offs of treatment (Usherwood, 2022).
	Motivational interviewing
1. Described as “a collaborative conversation style for strengthening a person's own motivation and commitment to change” (Miller and Rollnick, 2013).
1. Evidenced to improve adherence to medication, diet, activity and weight goals (Rubak et al., 2005)  a core skill for primary care staff.
1. Should form part of ongoing professional development for nurses and general practitioners managing hypertension, given the centrality of sustained behaviour change to good outcomes.


Self-management support
Effective self-management enables people with hypertension to take an active role in controlling their condition through medication adherence, lifestyle modification, regular blood pressure monitoring and recognising when medical advice is needed (Lorig and Holman, 2003). Home blood pressure monitoring improves control, engagement and early detection of problems (Tucker et al., 2017) patients need guidance on validated devices, correct technique and when to seek help, since incorrect cuff size or posture can produce misleadingly high or low readings.
Structured education (e.g. the Expert Patients Programme), digital blood pressure-tracking apps, and social prescribing via Primary Care Network link workers all support sustained self-management, especially around the lifestyle determinants of hypertension. These approaches work best when they are offered as options tailored to the individual rather than a one-size-fits-all programme, recognising that confidence, digital literacy and social circumstances vary widely across patients.
End-of-life considerations
As the hypertensive population ages and develops multimorbidity, including heart failure, stroke, chronic kidney disease and dementia, the benefits of intensive blood pressure control diminish, while risks such as falls, hypotension, electrolyte imbalance and increased medication burden rise (Benetos et al., 2019). NICE guidance on multimorbidity and end-of-life care therefore recommends individualised, and often less stringent, blood pressure targets for frail patients with limited life expectancy. Deprescribing, the planned reduction of medicines that no longer align with patient goals, is supported by tools such as the STOPP/START criteria (O’Mahony et al., 2023). Advance care planning, including ReSPECT, helps ensure that treatment decisions reflect patient preferences and priorities, rather than population targets. Healthcare professionals should be confident initiating these sensitive discussions before crisis points occur.
Key Learning Points for Healthcare Professionals
✔ Hypertension is a lifelong, largely asymptomatic condition requiring proactive detection and management
✔ Early identification using ABPM/HBPM significantly reduces long-term cardiovascular risk
✔ Management must be guided by overall cardiovascular risk, not blood pressure alone
✔ Lifestyle modification remains foundational even when medication is required
✔ Social determinants significantly influence both prevalence and outcomes
✔ Non-adherence is often linked to treatment burden, not patient non-compliance
✔ Person-centred care and shared decision-making improve engagement and outcomes
✔ Multidisciplinary and system-based approaches are essential for effective control 
Conclusion
Hypertension is common, largely preventable and highly treatable, yet it remains a major driver of ill health, death and National Health Service spending. Its impact reaches well beyond a blood pressure reading into the physical, psychological and social lives of patients and families. Good care blends lifestyle support, evidence-based medication, accurate monitoring and structured review, guided by frameworks like the House of Care and Chronic Care Model, and backed by national policy.
Above all, person-centred care, shared decision-making, self-management support and sensitive end-of-life planning must run through every stage of the pathway. Hypertension management is most effective not as a series of isolated clinical tasks, but as a continuous relationship between patient and professional, sustained over years and adapted as circumstances change. Professionals must keep pushing to close the stubborn inequalities in who gets diagnosed, treated and well controlled  recognising that excellent individual care and active advocacy for systemic change are not alternatives, but two halves of the same professional responsibility.
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