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Abstract
High blood pressure (HBP) is the most common condition seen in primary care and leads to myocardial 

infarction, stroke, kidney failure and death if not detected early and treated adequately. Patients want to 
ensure that blood pressure treatment will reduce the disease burden, while clinicians want guidance for the 
management of high blood pressure using the best scientific evidence. High blood pressure is a global 
problem. The family doctor plays a significant role in prevention, early detection but also in monitoring the 
treatment. Current studies highlight the importance and need for family doctor involvement. 
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INTRODUCTION
High blood pressure (HBP) is the most common 

condition seen in primary care and leads to myocardial 
infarction, stroke, kidney failure and death if not de-
tected early and treated adequately. Patients want to 
ensure that blood pressure treatment will reduce the 
disease burden, while clinicians want guidance for the 
management of high blood pressure using the best sci-
entific evidence. This report has a rigorous, evi-
dence-based approach to recommending treatment 
thresholds, targets, and drugs to treat high blood pres-
sure in adults. Evidence was extracted from rand-
omized controlled trials, which are the gold standard 
for determining efficacy (1).

Comparable limited data are available on the preva-
lence of hypertension and temporal trends in blood 

pressure values in different European countries. In gen-
eral, the prevalence of hypertension seems to amount 
to 30-45% of the general population, with a significant 
increase in patients’ number. It also appears that there 
are visible differences in average blood pressure levels 
between countries, with no systematic trends in blood 
pressure changes over the past decade (2).

Globally, the prevalence of hypertension is around 1 
billion people, according to the WHO, which is the 
leading cause of death due to its consequences (3). The 
control of blood pressure values must be improved be-
cause, at present, it is insufficiently achieved, thus con-
tributing to an increased level of cardiovascular mor-
bidity and mortality (4). The SEPHAR study showed a 
prevalence of hypertension of 40.1% in Romania, i.e. 
approximately 8.8 million hypertensives (5).
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ESSENTIAL ASPECTS OF DIAGNOSING 
HYPERTENSION IN FAMILY MEDICINE
For a correct diagnosis of hypertension, it is essen-

tial to use an appropriate blood pressure measurement 
technique. Improper blood pressure measurement is 
common and can change your blood pressure reading 
by up to 10 mmHg, leading to misdiagnosis and classifi-
cation of hypertension.

Correct blood pressure measurement requires that 
the person whose blood pressure is to be measured be 
kept quiet for at least five minutes, followed by apply-
ing a blood pressure cuff adequately fitted to the emp-
ty upper limb. The person whose blood pressure is be-
ing measured should avoid talking or moving during 
this process. The measuring arm must be supported on 
a flat surface at the heart level (6). The bladder should 
be emptied before measuring a person’s blood pres-
sure, as it can increase blood pressure by up to 15/10 
mmHg. Several blood pressure values (at least two) 
should be obtained 1-2 minutes apart to ensure the 
measurement’s accuracy (7). Monitoring blood pres-
sure amplitude from 12 to 24 hours is the most accu-
rate method for confirming the diagnosis.

ASPECTS OF CARDIOVASCULAR RISK
The concept of cardiovascular risk is based on the 

idea of mutual potentiation of risk factors in the same 
patient so that the cumulative risk is greater than the 
sum of its components. It is about the estimated risk of 
an acute coronary event or stroke in the hypertensive 
population over 5 or 10 years, extremely useful in assess-
ing the optimal time for therapeutic intervention (8).

The term “additional risk” indicates the amount of 
risk added to the average risk through the presence of 
risk factors, subclinical organ damage, diabetes melli-
tus, clinically manifest cardiovascular or renal disease.

The terms “low”, “medium”, “high” and “very high” 
risk refer to the risk of fatal or non-fatal cardiovascular 
event at 10 years: <15%, 15-20%, 20-30%, respectively 

> 30% according to Framingham criteria or cardiovas-
cular death <4%, 5-8%, and> 8% according to SCORE
criteria (10,11).

CARDIOVASCULAR RISK FACTORS IN 
FAMILY MEDICINE

Between 1930 and 1950 there was a great increase 
in the analytical tools of epidemiology and statistics ap-
plied to clinical research. This has led to the creation of 
more appropriate models for the study of disease asso-
ciations with a wide range of anthropometric, physio-
logical or biochemical variations, environmental with 
other diseases and also with socio-economic data (12).

Ageing is simply a risk factor for cardiovascular dis-
ease, especially in men over 45 and women over 55. 
With age, women’s advantage of low cardiovascular 
risk is lost before menopause. One explanation is that 
most cardiovascular risk factors have a higher preva-
lence with age. At older ages, survival is lower for wom-
en with a history of myocardial infarction. The irrevers-
ible ageing process can be delayed by a balanced diet 
as well as by regular physical activity (13).

Sex is a significant risk factor: for men, there is a 
higher risk for heart disease than for pre-menopausal 
women. After the onset of menopause, a woman’s risk 
is similar to that of a man because female hormones’ 
protective effect (estrogens) disappears. If other risk 
factors (e.g. smoking) are associated, it increases wom-
en’s risk significantly, even before menopause. The  
INTERHEART study showed that women experience the 
first acute myocardial infarction on average nine years 
later than men (14,15).

Hereditary-collateral history of cardiovascular dis-
ease is considered a significant risk factor in first-de-
gree male relatives before 55 and in females before the 
age of 65. Risk factors (including high blood pressure, 
diabetes and obesity) can also be “passed on” from 
one generation to the next. Some forms of cardiovas-
cular disease are more common among certain racial 
and ethnic groups. Most patients with high blood pres-

FIGURE 1. Initial evaluation
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sure are overweight. High blood pressure is about six 
times more common in obese subjects than in thin 
men and women (16).

Obesity itself is associated with changes in hemod-
ynamics. An increase in oxygen demand caused by ex-
cess adipose tissue (≈1.5 ml/kg per minute) requires an 
increase in cardiac capacity. There is also a parallel in-
crease in blood volume. Thus, obese people have an 
increase in blood volume, cerebral vascular volume 
and cardiac output. However, obese people with a 
higher than optimal increase in blood pressure (e.g., 
hypertension) have peripheral vascular resistance that 
is “inadequate” or increased. Therefore, although an 
increase in blood pressure may contribute to an in-
crease in blood pressure in obese people, an abnormal 
increase in blood pressure depends primarily on the 
increase in peripheral vascular resistance (17,18).

The assessment and recommendations for sedentary 
hypertensive patients are: physical activity can be bene-
ficial for the prevention and treatment of hypertension 
and reducing cardiovascular risk and mortality. A me-
ta-analysis of randomized controlled trials showed that 
aerobic endurance training reduces resting TAs and TAds 
by up to 3 / 2.4 mmHg in total and even 6.9 / 4.9 mm in 
hypertensive participants (19). Even irregular activity 
and shorter duration of physical activity are associated 
with a 20% decrease in mortality in cohort studies, and 
this also applies to a measured physical condition (20).

Assessment and recommendations for hyperten-
sive smoking patients are: while the smoking rate is de-

clining in most European countries (where a smoking 
ban is effective), it is still common in many regions and 
groups. Studies using outpatient blood pressure moni-
tored have shown that hypertensive, normotensive 
and untreated smokers have higher daily blood pres-
sure values than non-smokers (21). In addition to the 
impact on blood pressure, smoking is a strong cardio-
vascular risk factor, and quitting smoking is probably 
the only way to prevent cardiovascular disease, includ-
ing stroke, heart attack.

While moderate alcohol consumption may not be 
harmful, the shift from moderate to excessive con-
sumption is associated with increased BP and an in-
creased risk of stroke. The study on the prevention and 
treatment of hypertension (PATHS) investigated the ef-
fect of reducing BP. The intervention group had a high-
er reduction of 1.2 / 0.7 mmHg of blood pressure than 
the control group at the end of the 6-month period 
(22). A large amount of alcohol can also lead to su-
praventricular arrhythmias.

CONCLUSIONS
High blood pressure is a global problem. The family 

doctor plays a significant role in prevention, early de-
tection but also in monitoring the treatment. Current 
studies highlight the importance and need for family 
doctor involvement.

TABLE 1. Stratification of cardiovascular risk in the patient with hypertension (9)

Blood pressure (mmHg)
Other RF, subclinical 
organ damage or 
cardiovascular disease

Normal
TAs 120-129
Or TAd 80-84

Normally tall
TAs 130-139
Or TAd 85-89

HTA grade 1
TAs 140-159 or TAd 

90-99

HTA grade 2 TAs 
160-179 or TAd100-

109

HTA grade 3 
TAs≥180 or 

TAd≥110
No RF Moderate 

Risk 
Moderate 

Risk 
Additional low risk Additional 

moderate risk 
Additional high risk 

One or two RFs Additional low risk Additional low risk Additional
Moderate risk 

Additional 
moderate risk 

Additional 
extremely high risk 

Three or more RFs, 
metabolic syndrome, 
diabetes mellitus or 
subclinical lesions

Additional 
moderate risk 

Additional high risk Additional high risk Additional high risk Additional 
extremely high risk 

Stable cardiovascular 
disease 

Additional 
extremely high risk 

Additional 
extremely high risk 

Additional 
extremely high risk

Additional 
extremely high risk 

Additional 
extremely high risk 

RF – risk factor
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