
ASPECTS OF PRACTICE

sponsibility of the Prison Medical Services) and over 220
Forestry Commission locations in Great Britain, centrally
organized occupational medical and nursing services need
support at a local level.

General practitioner involvement
If we need additional health care linked to occupations then
it must be of high quality. There can be no doubt that
whatever the outcome of the current debate, the general
practitioner is bound to become more and more involved in
occupational health work. Few would wish a return to the
sort of Appointed Factory Doctor system as it existed before
1972, in which the perfunctory discharge of their duties by
some general practitioners gave the majority a bad name.
What one hopes may emerge and what the Select Com-

mittee has endorsed is a cadre of motivated and well trained
general practitioners able to call upon the Employment
Medical Advisory Service, academic departments of occu-
pational medicine and specialist occupational medical and
hygiene services for support in providing primary occupa-
tional health care.
The place of general practice in occupational health

provision is at present under review. A working party of the
Faculty of Occupational Medicine of the Royal College of
Physicians is looking at the particular problems and training
needs of general practitioners working part-time in industry.
A working party of the Royal College of General Prac-
titioners, the Faculty of Occupational Medicine and the
Civil Service Medical Advisory Service has recently reported
on 'the patient's occupation' (February Journal, p.67).

Facilities for training general practitioners in occupation-
al medicine already exist but are greatly undersubscribed.
Ever since 1969 the DHSS has contributed generously to
long study leave of up to an academic year for general
practitioners. Since then fewer than 10 doctors have under-
taken a degree in occupational medicine and less than 40
the Diploma in Industrial Health. Section 63 courses in
occupational health attracted 128 doctors in 1969/70 and
236 in 1979/80.

Increased commitment
Any model of general practitioner provision of occupational
health services at a primary level must take into account
nursing and other staff attached to general practice. It was
apparent during the discussion at the College's annual
meeting that all is not well with the team concept in general
practice. The role of the health visitor was one that was
particularly debated. In practices that are to become in-
volved in the provision of primary occupational health
services an expanded role for the health visitor in providing
occupational health advice can be envisaged.
An increased commitment to occupational health training

in general practice is necessary if resources for occupational
health activities, which are bound to grow, are to be
deployed in the primary medical care sector rather than
elsewhere.
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Guidelines in the management of hypertension in general
practice-drug treatment of hypertension
THE LOTHIAN HYPERTENSION GROUP*

The Lothian Hypertension Group has drawn up guidelines and presented them in a booklet in an effort to assist
colleagues in their management of patients with raised blood pressure. We published the first part of the booklet,
Detection and assessment of hypertension, last month. The remaining section appears below.
1. In general, older people respond better to diuretics than
those in the younger age groups. This makes a reasonable
starting point for therapy. Since all thiazides are equipotent
one should use the cheapest, this at present being bendro-
fluazide; there is probably little merit in increasing the dose
beyond 5 mg/day. On their own, loop diuretics such as
frusemide and bumetanide have probably less effect in
lowering blood pressure and certainly need to be given more
than once a day.
2. Surgically curable forms of hypertension are rare and it is
not reasonable to search for them unless there are findings
in the history, physical examination or initial biochemistry
which suggest a specific cause. Since the development of
hypokalaemia during thiazide treatment is sometimes a
pointer to primary aldosterone excess, referral to a specialist
clinic should be considered if this occurs. Currently there is
no good evidence that potassium supplements are necessary
or desirable when prescribing a diuretic for the treatment of
hypertension; also, we do not recommend thiazide prepara-
tions which are combined with potassium.

3. The large number of available beta-adrenoreceptor block-
ing drugs poses a problem in selection. Each drug in this
group is probably equally effective in lowering blood press-
ure and choice should revolve around other features of
these drugs. Some of the side effects of beta blockers (see
table) occur less frequently when a cardioselective drug is
used. Also, because of the need to ensure compliance, long-
acting (once daily) drugs should be prescribed where poss-
ible. While a 24 hour action is claimed for many beta
blockers, few achieve this in practice, hence our recommen-
dation of only two main drugs; atenolol (Tenormin) and
sustained release metoprolol (Betaloc SA). There is probably
some merit in a dose titration of both these drugs in that
they can be started at 50 mg (atenolol) or 200 mg (sustained
release metoprolol), and increased if necessary after a
month to 100 mg and 400 mg respectively.

If either a beta blocker or a thiazide are relatively contra-
indicated (see table) a change from one to the other would
be the next step.
4. If adequate blood pressure control cannot be attained on

*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. 1. C. Cormack, General Practitioner, Ladywell Medical Centre, Edinburgh; A. Mackay, Senior
Medical Registrar, Royal Infirmary, Edinburgh.
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Flow chart 1. Drug treatment of hypertension

Stable baseline BP established and decision to treat
has been made on the basis of assessment flow chart
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Table 1. Recommended drugs in the treatment of hypertension.

Generic Name Proprietary Name Price Code Daily Dose Potential Adverse Effects

Thiazides
Bendrofluazide (Aprinox A 5 mg Hyperuricaemia/gout

(Berkozide A J impotence
(Centyl B 1 hyperglycaemia
(Neonaclex B hypokalaemia

j3 Blockers
Atenolol Tenormin LS/ F/H 50/100 mg Fatigue

Tenorm in cold extremities
Sustained Betaloc SA C 200/400 mg bronchospasm
release heart failure
Metroprolol sleep disturbances

Combined
Preparations
Atenolol Tenoret 50 G 1 tablet As above but

+ hypokalaemia
Chlorthalidone Tenoretic H 1 tablet may be less of
Acebutolol Secadrex G 1 tablet a problem

+
Hydrochlorothiazide

Third line drugs
Prazosin Hypovase D/F 1-20 mg First dose hypotension

in divided doses drowsiness, weakness
Hydralazine Apresoline B 25-200 mg Postural hypotension

in divided doses tachycardia, fluid retention
nausea and vomiting
systemic lupus-like syndrome

Relative Price Codes from British National Formulary (5) 1983

A up to 20p F 310-450p
B 21-50p G 451-650p
C 51-100p H 651-900p
D 101 -1 80p
E 181-300p

Tenoret 50 Atenolol 50 mg/Chlorthalidone 12.5 mg
Tenoretic Atenolol 100 mg/Chlorthalidone 25 mg
Secadrex Acebutolol 200 mg/Hydrochlorothiazide 12.5 mg

either of these drugs, a combined beta blocker/thiazide
should be used; in the interests of compliance this is best
prescribed as a single daily tablet. Currently Tenoretic
(atenolol 100 mg, chlorthalidone 25 mg), Tenoret 50 (ateno-
lol 50 mg, chlorthalidone 12.5 mg) or possibly Secadrex
(acebutolol 200 mg, hydrochlorothiazide 12.5 mg) are the
only drugs which possess the required duration of action.

5. In the flow chart, acceptable blood pressure control,
which we refer to as the goal blood pressure, has deliberate-
ly not been defined in hard and fast terms. It is known that
any degree of control is better than no control but, having
embarked on drug therapy, it would be reasonable to aim in
both male and female patients for a goal blood pressure of
140/90 mmHg. This goal should be set provided that it can
be reached without unpleasant side effects; hence the need
for individual assessment as side effects and their tolerabil-
ity are variable.
6. Escape from blood pressure control is not uncommon.
Before considering any alteration in antihypertensive ther-
apy the patient should be asked whether they are taking the
treatment already prescribed.

Conversely there is a small group of individuals whose

blood pressures respond readily to therapy and who seem
thereafter to be able to come off treatment without a rise in
blood pressure. Such individuals warrant long-term follow-
up (see flow chart).
7. Patients whose blood pressures are poorly controlled on a
combined beta blocker/thiazide need the addition of a 'third
line drug'. The option of referral to a specialized clinic
should be considered at this point. For those general prac-
titioners who wish to pursue treatment, the addition of
hydralazine (Apresoline) or prazosin (Hypovase) would be
appropriate. There are some newer agents (nifedipine, cap-
topril or minoxidil) which might replace these as third line
drugs but at the moment further experience is required
before they can be recommended for widespread use. Some
of the older antihypertensive drugs, for example methyl-
dopa, bethanidine or debrisoquine, would no longer be
acceptable for routine use because of uncomfortable side
effects including drowsiness, impotence and postural hypo-
tension.

8. Failure to control blood pressure by the addition of a third
line drug ('resistant hypertension') is an indication for refer-
ral to a specialized clinic.
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