ASPECTS OF PRACTICE
Guidelines in the management of hypertension in general
practice-detection and assessment of hypertension
THE LOTHIAN HYPERTENSION GROUP*
The Lothian Hypertension Group has drawn up guidelines in an effort to assist colleagues in their management of
patients with raised blood pressure by providing a logical problem-solving pathway and therapeutic regime.
These guidelines have been sent in booklet form to all general practitioners in the Lothian Region, along with a
robust plastic-coated aide memoire incorporating the flow sheet diagrams. The first part of the booklet appears
below. The Group is happy to encourage this wider dissemination of its recommendations, although it recognizes
that these are quite likely to change with the passage of time and the publication of further validated trials. The
Group is also aware that there may be circumstances in other areas which would mean that not all the points
raised are universally applicable. These guidelines are nevertheless presented in the hope that they may prove
useful as a contribution to integrated patient care in this important, if sometimes confusing, area. The second
half of the booklet-drug treatment of hypertension-appears next month.

Introduction to the booklet
SOME years ago the Royal College of Physicians of
Edinburgh, the Faculty of Community Medicine and the
Royal College of General Practitioners set up a working
*group to consider ways in which the management of hypertension could best be integrated between general practice
and the hospital service. A number of reports were produced
showing that a high proportion of general practitioners
prefer to undertake the entire care of the majority of their
patients with hypertension. They performed a certain
amount of investigation, made effective use of up-to-date
anti-hypertensive treatment and referred about one third of
their patients to hospital. In matters concerning patients'
assessment and the treatment there were a number of
conflicting opinions and it is the purpose of this booklet to
help resolve them by presenting a consensus view of the
management of hypertension in general practice.
Our recommendations take the form of general guidelines
and are not meant to imply that other forms of management
are necessarily inadequate or wrong. In patients who are
already receiving anti-hypertensive drugs we recommend no
change if blood pressure is well controlled without side
effects.

Detection and assessment of hypertension
1. Grades of hypertension
Hypertension may be regarded as a state of graded risk; the
higher the blood pressure, the greater the risk of strokes,
coronary artery disease, renal failure and left ventricular
failure. Any numerical 'cut-off points' therefore will be
arbitrary but hypertension is generally 'defined' according
to the level of diastolic blood pressure; mild hypertension,
95-104 mmHg; moderate hypertension, 105-120 mmHg and
severe hypertension, above 120 mmHg. About 7 per cent of
people between the ages of 30-65 years have a sustained
diastolic blood pressure above 95 mmHg and of this group
70 per cent have mild hypertension, 20-25 per cent moderate hypertension and 5-10 per cent severe hypertension.

2. Measurement of blood pressure
Aneroid sphygmomanometers are generally too difficult to
keep calibrated and it is therefore recommended that mercury manometers should be used. Even these require regular
maintenance.
Although there has been considerable controversy about
whether muffling or disappearance of the sound should be
taken as the diastolic pressure, most now agree that the
point of disappearance (phase V) is the closer representation
of diastolic pressure and can be measured more accurately.
In a few patients there is no disappearance and muffling
should be taken as the diastolic pressure.

3. Detection of asymptomatic hypertension
Since the value of treatment in moderate and severe hypertension is well established, some form of screening or case
finding is necessary to detect asymptomatic patients. About
two thirds of adults consult their family doctors at least
once a year and over 90 per cent are seen at least once every
five years. By including a blood pressure measurement
routinely at each consultation, if this has not been recorded
within the previous five years, it should be possible to cover
most individuals over this period. This 'case finding' approach requires to be supplemented with a blood pressure
measurement in each new patient registering with the practice. At the end of a five year period there will be a small
number of patients who will not have had their blood
pressure measured. Whenever practicable, arrangements
should be made to screen these people. We recommend
blood pressure measurement in individuals between 30-65
years because hypertension in individuals under 30 is rare,
and because above 65 years the treatment of asymptomatic
hypertension has not yet been shown to confer benefit.

4. Assessment
a) In 'normotensive' individuals blood pressure does not
need to be measured more than every five years as it does
not usually rise significantly within this period except in rare
cases where a secondary cause of hypertension develops.

*The Lothian Hypertension Group is a working group of the Joint Committee on Integration of Patient Care (Royal College of Physicians of
Edinburgh, Royal College of General Practitioners and the Faculty of Community Medicine).
The members who prepared these guidelines are P. L. Padfield, Consultant Physician, Western General Hospital, Edinburgh; A. L. Muir,
Reader in Medicine, University of Edinburgh; 1. J. C. Cormack, General Practitioner, Ladywell Medical Centre, Edinburgh; A. Mackay, Senior
Medical Registrar, Royal Infirmary, Edinburgh.
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Flow chart 1. Assessment of hypertension.
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b) The value of drug therapy in mild hypertension is not yet
proven sufficiently to justify the wholesale recommendation
of antihypertensive drug therapy for this large group of
individuals. We believe it is reasonable to give such people
general advice on smoking, alcohol abuse, weight reduction
and moderate salt restriction (avoiding salty foods and no
added salt at table). Although these recommendations may
require modification when the results of the current MRC
Trial on the Treatment of Mild Hypertension are published,
we recommend an expectant policy at present. Follow-up is
required since 2-3 per cent of patients with mild hypertension develop moderate or severe hypertension each year.
These patients should been seen every six months rather
than yearly in order to lessen the chances of default.
c) The case for treatment in moderate and severe hypertension is clear cut, irrespective of symptoms. It is important to
make several pre-treatment blood pressure measurements,
the interval between each recording depending on the
height of the blood pressure. While it would be reasonable
to give a man with a diastolic blood pressure of 105 mmHg a
one month return appointment, this would not be acceptable if the diastolic blood pressure was 120 mmHg. Antihypertensive therapy is essential in severe hypertension
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because of the high risk of serious organ damage in untreated cases. Since the initiation of treatment may also be
associated with risk in individuals with particularly high
blood pressure these patients should be referred without
delay for specialist advice and management.

5. History and physical examination
These form part of a general medical assessment but are not
indicated necessarily in a patient who calls at the surgery
with a minor complaint and who is found to have mild to
moderate hypertension. A detailed history and physical
examination would become necessary if the initial level of
blood pressure was found to be sustained. In this regard,
particular attention should be paid to salt intake, smoking
habits, medication (including oral contraceptives), paroxysmal attacks of sweating, palpitations or headaches, urinary
symptoms and any previous history of renal disease or
pregnancy hypertension. A family history of cardiovascular
or renal disease may also be relevant. Physical examination
should include palpation of the kidneys and femoral pulses,
auscultation for an abdominal bruit and ophthalmoscopy.
The minimum investigations we suggest can be done from
general practice: urinalysis, plasma urea, urate and electrolyte estimations; chest x-ray and electrocardiogram. Abnor-
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malities found in blood and urine raise the possibility of
secondary hypertension and referral to a specialized clinic
should be considered. The results of studies employing
cholesterol lowering agents or other active measures to alter
cholesterol and lipid composition have been generally disappointing. However, in young individuals (<40 years)
measurement of serum cholesterol is reasonable in order to
detect those with familial hypercholesterolaemia who might
benefit from invervention.

6. Systolic hypertension
Although systolic blood pressure has not been specifically
mentioned in the flow chart on the detection and assessment of hypertension there can be no doubt of its value as
an indicator of risk. Most studies have used diastolic blood
pressure as a way of subdividing groups and this remains
reasonable as long as the systolic blood pressure moves in
parallel with the diastolic blood pressure. While this is
usually the case, discrepancies often occur in the elderly
where 'systolic hypertension' is common. Since there is no
evidence that drug treatment of 'systolic hypertension' in
the elderly is beneficial, such therapy is not recommended.

7. Hypertension and oral contraceptives
Most oestrogen-containing oral contraceptives cause a
small rise in blood pressure but hypertension occurs in only

a few women. Since it is impossible to predict which women
are likely to develop this form of hypertension, blood
pressure measurements should be recorded before and a
few months after starting the pill. Thereafter at least annual
measurements should be made. Blood pressures may take
up to six months to settle after oral contraceptives are
discontinued. The development of hypertension is an indication for stopping the pill and replacing it with other
methods of fertility control such as occlusive methods,
intra-uterine devices, female sterilization or vasectomy. In
cases where these other methods are inappropriate, unacceptable or associated with troublesome side effects, an
oral contraceptive may need to be continued. Although
blood pressure frequently returns to normal when a progestogen-only preparation is used it should be noted that this
type of pill has a higher contraception failure rate than
combined preparations and menstrual irregularities are
more common. There are some prospects of overcoming
these problems with newer combined oral contraceptives
and triphasic preparations which may have lesser effects on
blood pressure. In the meantime it may be necessary to
prescribe a low dose oestrogen-progestogen preparation
combined, if indicated, with antihypertensive treatment.
Such women should be strongly advised to stop smoking. In
a few patients with essential hypertension, oral contraceptives may also prove unavoidable.

Assessing a prospective trainee
ALISTAIR G. FORRESTER
General Practitioner, Dundee.
Over the last ten years my four partners and I have developed a searching yet informal assessment of prospective
trainees. This involves the trainee in spending a half day with the practice and gives both parties adequate
opportunity of assessing one another.
BEFORE choosing a trainee, the partnership should define
the attributes that they are looking for. Do they want
someone who is highly academic, deeply interested in
research or medical politics, or someone of average ability
who is conscientious and obliging with a pleasant personality and an ability to communicate with others?
If possible I like the trainee to arrive at 08.15 and I start by
showing him or her round the premises, not forgetting the
appointment book, some medical records and of course the
trainee's room.
On the whole I feel that first impressions are important. Is
the trainee clean and tidy, intelligent, confident, shy, smug,
honest, sincere or what?
Sitting in with the trainer at morning surgery gives a useful
opportunity for assessment. See how he gets on with writing
some prescriptions and examining some patients. How well
does he communicate with patients and trainer?

Interview with all partners
After attending the daily meeting of the primary care team,
the trainee has an informal interview in the practice lounge
over coffee with all partners present. Tell him about the
practice and roughly what form the traineeship would take.
Ask him what he is looking for in a training practice. Has he
any questions to ask, and does his reply show commonsense,
maturity, intelligence and forethought? How discriminating
is he? What can we tell about his attitudes? Enquire about
any strong religious views regarding contraception and
sterilization. Check that he is fully registered, is a member of

a defence society and has a clean driving licence.
Accompanying the trainer on home visits affords a further
opportunity to explore his attitudes and abilities. Does he
take a methodical history, examine competently and converse with patients easily?
Later, go through the contract together. Give him the
telephone numbers of past and present trainees in order that
he may obtain their opinions of the practice.
Arrange to meet a few days later, giving both parties time
for consideration. Meanwhile phone his previous employers.
They are likely to be more revealing on the telephone than
in writing. Discuss the matter with the partnership. Do any
partners feel that a further interview is desirable?
At the next meeting with the candidate discuss any
matters arising from the contract and tie up any loose ends.
Colleagues have criticized the above programme on the
grounds that it is not sufficiently structured and is too
subjective and informal. However, these are the very reasons that I like it. An opportunity is given for mutual
assessment in a relaxed atmosphere. A more objective type
of assessment, perhaps involving an MEQ or MCQ paper
could still result in a personality clash, and I maintain that
our method gives both parties ample time to see how they
get on with one another.
As for proof that my method works, all I can say is that we
have made no errors up to now. Why am I so keen to assess
the prospective trainee so carefully? Simply because my
patients deserve the best that is available and I refuse to
accept anyone of low standard.
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