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Abstract: This review was conducted to address and discuss the roles of family physicians in diagnosis and 

management of hypertensive patients, through variant procedures and gridlines worldwide. A literature search 

was conducted in the following databases: PubMed, The Cochrane Library, and Google scholar for relevant 

articles published up to, June, 2017. Hypertension is the First threat factor for mortality in the world1 and also an 

important danger variable for heart disease as well as stroke. Hypertension is usually diagnosed as well as 

managed in the outpatient setting and also is just one of one of the most common reasons to visit a family doctor. 

With virtually a quarter of the adult population and also nearly fifty percent of individuals aged 50 years as well as 

older having hypertension, the problem of this illness is without a doubt high. As treatment of high blood pressure 

is associated with a 20% to 25% reduction in cardiovascular occasions, getting control of this usually 

asymptomatic disease might be one of the most vital safety nets that family physicians can take. 
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1.   INTRODUCTION 

According to a World Health Organization (WHO) report, hypertension is the solitary essential threat variable, 

representing 13% of mortality globally 
(1)

, and an essential risk factor for cardiovascular disease and stroke 
(2,3,4)

. There is 

a straight relationship between blood pressure and threat of heart disease. As baseline blood pressure boosts from below 

120/80 mm Hg, there is a stepwise increase in cardio event rates 
(3,4)

. 

Hypertension is generally diagnosed and also managed in the outpatient setup and also is one of one of the most usual 

needs to go to a family physician (FP) 
(5)

. high blood pressure instances represent 8.6% of all visits to a medical care 

medical professional 
(6)

. High blood pressure influences 32% of adults in western society, two-thirds of which are 

improperly regulated, its occurrence is likely to continue climbing 
(7,8)

. 

Regardless of indisputable scientific evidence that lowering blood pressure (BP) is substantially effective in decreasing 

cardiovascular disease occasions, as pointed out in all significant guidelines on high blood pressure monitoring, arterial 

hypertension is known to be badly diagnosed and treated generally practice 
(9,10)

. In established countries, the proportion 

of hypertensive clients with well-controlled BP is typically less than 30% 
(11,12)

. Appropriate antihypertensive treatment is 

rarely carried out even in risky people, in whom BP reductions can cause fairly huge life-saving results 
(13)

. The 

asymptomatic nature of this condition offers a considerable difficulty to determining individuals with high blood pressure 

as well as giving optimal care 
(14)

. In addition, the absence of signs renders medicine adherence much more challenging 
(15)

. 

In spite of the obstacles, high blood pressure monitoring has actually boosted dramatically over the past years, largely in 

the locations of raised recognition as well as therapy 
(16,17)

. The majority of patients, however, do not reach healing goals 

and also remain to be at high risk of cardio events 
(17)

. 

This unsuitable BP control amongst cured hypertensive subjects has multiple reasons, among which physician's habits as 

well as patient's compliance have actually obtained particular interest.  

Therefore, this review was aimed to address and discuss the roles of family physicians in diagnosis and 

management of hypertensive patients, through variant procedures and gridlines worldwide. 
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2.   METHODOLOGY 

A literature search was conducted in the following databases: PubMed, The Cochrane Library, and Google scholar for 

relevant articles published up to, June, 2017. Keywords used were; (hypertension, high blood pressure, family practice, 

primary care, and family physicians). furthermore, references list from founded studies were searched for more relevant 

studies to be included in our study. 

3.   DISCUSSION 

Hypertension is an important modifiable risk factor for cardiovascular disease and among the leading risk factors for 

mortality around the world 
(18,19)

. Hypertension is a challenging clinical problem with a significant proportion of patients 

failing to achieve blood pressure control despite extensive medical therapy, therefore, the family physicians have a great 

role in management of hypertension of those patients. Studies have identified various barriers for hypertension control in 

regular care that are structured in physician-, patient-, health care delivery and health care system-related factors 
(14)

.  

o Management of hypertension by family physicians:  

family physician must be aware with the important management of high blood pressure. Treatment needs to make up both 

way of living adjustment and pharmacologic therapy. The high blood pressure goal in uncomplicated clients is 140/90 

mmHg which could be loosened up to 150/90 in individuals above 60 years of age 
(20)

. A better therapy target in people 

with end-organ damages is 130/80 mmHg 
(21,22)

. 

Non-pharmacologic steps ought to be present in individuals with high blood pressure of any kind of seriousness. 

Recommendations consist of cigarette smoking cessation, a decrease in alcohol consumption, nutritional salt constraint, 

healthy eating strategies, boosted exercise and weight management. Lifestyle interventions complement the efficiency of 

drug therapy as well as, alone, are often sufficient in uncomplicated vital hypertension. 

There is little randomised test data to guide choice of drug regimen for clients with immune high blood pressure and also 

suggestions are mainly empirical. In general, the very best technique is to create a combination treatment that targets 

different physical devices and also accounts for patient comorbidities. 

The recommended first drug options coincide when it comes to crucial high blood pressure 
(23)

. The standards of the 

National Institute for Health and Clinical Excellence (NICE) advise first treatment with an angiotensin-converting 

enzyme inhibitor (ACE prevention) in people younger than 55 years of age, or a dihydropyridine calcium channel blocker 

(CCB) in clients older than 55 or black people of any age 
(24)

. These choices could then be trialled in combination as well 

as titrated as necessary before including a thiazide as the 3rd medication. 

Standards supported commencement of antihypertensive treatment with only one medicine because appropriate 

monotherapy controls high blood pressure in 30% of instances 
(25)

. If monotherapy wants the program could be changed 

depending upon healing result by modifying dose or including an additional class of medication. Due to the fact that ideal 

application and also drug selection could see blood stress normalise in many people, three-way treatment must be 

optimised before choosing additional add-on treatment. 

Whatever regimen is chosen it is essential that it be customized to the specific client. When picking an antihypertensive 

agent, comorbidities have to be thought about. As an example, in individuals over 55 years old with evidence of heart 

failure a thiazide diuretic might be a more suitable first-line option compared to a CCB. If patients are intolerant to an 

ACEI because of coughing it is appropriate to replace the ACEI with an angiotensin receptor blocker (ARB). This must 

attain a similar high blood pressure lowering result 
(23,25)

. 

A lot of clients with high blood pressure are recommended hydrochlorothiazide as the diuretic of selection. However, 

numerous recent clinical tests have demonstrated superior blood pressure decrease with chlorthalidone, especially in 

individuals with resistant high blood pressure 
(25,26,27,28,29)

. Chlorthalidone is a thiazide-like diuretic with a longer half-life 

as well as greater effectiveness compared to hydrochlorothiazide. An excellent initial action in regulating refractory 

hypertension is consequently to switch over individuals from hydrochlorothiazide to chlorthalidone. The beginning 

dosage of chlorthalidone is 12.5 mg daily, taken in the morning, titrated if needed to a maximum of 50 mg everyday 
(30)

. 



International Journal of Healthcare Sciences    ISSN 2348-5728 (Online) 
Vol. 5, Issue 1, pp: (568-575), Month: April - September 2017, Available at: www.researchpublish.com 

 

   Page | 570  
Research Publish Journals 

Indapamide is a different thiazide-like representative which may be more suitable compared to chlorthalidone in some 

individuals. Chlorthalidone has a much longer half-life as well as duration of action compared to indapamide as well as is 

related to a greater danger of kidney problems and also hypokalaemia. Thus in inclined patients such as the elderly or 

those with renal lack indapamide could be an exceptional replacement 
(31)

. An ideal beginning dose is a 1.5 mg controlled-

release tablet each early morning 
(24)

. Individuals with serious renal disability (GFR below 30 mls/min) should have their 

thiazide changed by a loop diuretic under expert support 
(32)

. 

In many cases the medication program might be altered by having clients take one antihypertensive agent at night-time 

instead of conventional morning-only dosing. Blood pressure typically decreases physiologically throughout rest and 

nighttime high blood pressure, or supposed 'non-dipping', has actually been connected with poorer cardiovascular 

diagnosis 
(33,34)

. If one antihypertensive is ingested nocturnally 
(35)

, there is current trial information on resistant high blood 

pressure which recommends boosted blood stress decrease with fewer cardiovascular occasions. Notably, there is no 

significant difference in unfavorable outcomes with this technique 
(36)

. Moving one agent to bedtime dosing is not an 

unreasonable choice in patents with immune hypertension. If choosing to trial nighttime therapy it is generally sensible to 

stay clear of a diuretic as the night-time medication. 

Spironolactone is recommended as the fourth antihypertensive medicine 
(32,37)

. The Scandinavian Cardiac Outcomes Trial 

(ASCOT) showed mean high blood pressure decrease of 22/10 mmHg at one-year follow-up in individuals with resistant 

hypertension randomised to get spironolactone as the fourth drug 
(31)

. A general policy is to begin individuals on 25 mg 

per day, which might need concerning 2 weeks for full impact. This dose can be enhanced slowly, preferably over a 

number of months, to a maximum of 100 mg daily if necessary. Negative results of spironolactone typically show up at 

greater doses where individuals might complain of gynecomastia and also bust inflammation, menstruation abnormalities 

and also sex-related dysfunction. Amiloride, a potassium-sparing diuretic, is an affordable choice in those intolerant of 

spironolactone. Its dosage ranges from 2.5-10 mg daily. A caution for both spironolactone and amiloride is the demand 

for mindful routine monitoring of serum potassium. If the blood potassium degree surpasses 4.5 mmol/L increase of 

thiazide therapy ought to be thought about 
(38)

.  

The double renal-angiotensin-aldosterone system clog offered by spironolactone with ACEIs is not matched by 

integrating ACEIs with ARBs. The site Ongoing Telmisartan Alone and also in mix with Ramipril Global Endpoint Trial 

(ONTARGET) demonstrated no fringe benefit in between utilizing ACEIs or ARBs alone as well as in combination 
(39)

. 

Treatment regimens for that reason ought to not consist of both an ACEI and also ARB at the same time. 

Challenging clients will certainly call for recommendation to a high blood pressure professional. Indications for reference 

include individuals with uncontrolled blood pressure despite obtaining optimum endured dosages of four medications, 

clients enduring end-organ damages consequently of their hypertension, or people with a presumed secondary reason 

[Table 1] All individuals less competent to quadruple therapy needs to be revaluated for an additional reason. 

Table 1: Indications for specialist referral in hypertensive patient 

(1) severe or unacceptable adverse effects from drug therapy 

(2) multiple hypertensive emergencies 

(3) problematic comorbid conditions that be contributing to the hypertension and making management difficult 

(4) uncertainty about the diagnosis 

(5) severe, unexpected hypertension in pediatric patient or young adult 

(6) need to perform specialized testing 

A lot of patients with immune high blood pressure do achieve blood pressure control via pharmacotherapy supplied they 

are appropriately assessed as well as treated 
(40)

. Patients that continue to be hypertensive despite four representatives 

could have additional medicines trialled sequentially with direction from a specialist [Figure 1] 
(41)

. Drug selection should 

be step-by-step with cautious evaluation of scientific conditions at each phase. Individual comorbidities typically dictate 

drug options as well as it is sensible to start each medication at the most affordable dosage practicable. Periodically these 

less-frequently utilized agents will certainly need earlier intro relying on clinical circumstances 
(41)

. 
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Figure 1: Stepwise pharmacologic management of resistant hypertension 

Vasodilating beta blockers, such as carvedilol as well as labetalol, are a more effective following alternative as fifth-line 

drug therapy 
(32)

. They are not recommended as first-line treatment for individuals with uncomplicated hypertension 

because they offer much less cardiovascular protection compared to various other agents. As an example, individuals 

treated with beta blockers in the Controlled ONset Verapamil INvestigation of Cardiovascular Endpoints (CONVINCE) 

trial had higher prices of stroke than with any one of CCBs, ACEIs or thiazides 
(42)

. Carvedilol must be started at 12.5 mg 

daily for at least two days, before boosting by 12.5 mg every 2 weeks to a maximum dosage of 50 mg daily. Labetalol is 

commenced originally at 100 mg two times daily as well as titrated to an optimum of 2.4 g daily. Labetalol needs to not 

be boosted quicker than by 200 mg increments each day. In some clients such as those with ischemic heart disease or poor 

glycaemic control, conventional beta blockers like atenolol or metoprolol may rather be suggested. Their antihypertensive 

advantage is most likely smaller sized although head-to-head comparison data is lacking 
(32)

. 

Various other choices consist of alpha blockers, clonidine, methyldopa and straight vasodilators such as hydralazine or 

minoxidil. These rarely form part of the regular administration of high blood pressure as well as should be recommended 

with expert recommendations. Such agents are very effective in managing blood pressure their use must be tempered by 

side result accounts and also the comorbidities of the patient [Figure 2] 
(30,37,39,40)

. These drugs have not been sufficiently 

examined in resistant hypertension and the selection of representative depends mainly on individual situation and also 

private prescriber choice. Since experience with their usage is bigger, most medical professionals often tend to choose for 

centrally-acting agents before the straight vasodilator medications. 

 

Figure 2: Specialized medication options for resistant hypertension 
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o Interventional approaches toward hypertension patients in primary care: 

There is a need for alternative therapy methods in refractory people that remain hypertensive regardless of maximum 

clinical treatment. Two possibly effective interventional treatments are presently being assessed for this purpose. These 

are kidney denervation and carotid sinus excitement. The quality of treatment that clients with hypertension get from 

family physicians has a clear influence on their risk of suffering a cardiovascular occasion. Empirical research studies 

have shown that insufficient control of blood pressure is associated with a considerable danger of stroke 
(43,44)

. In regards 

to the procedure of care that hypertensive clients get, characteristics of both the client, health and wellness specialist as 

well as the health care system in which they are provided their treatment have been linked in poor high blood pressure 

control. Absence of adherence to medication as well as not having a medical care medical professional were related to 

inadequate blood pressure control 
(45)

. More recent research studies have actually revealed that regular contact with health 

care professionals does not ensure much better blood pressure control unless there is more vigorous use of 

antihypertensive medicines, and that individual practitioners vary significantly in their professional performance when 

handling high blood pressure in the neighborhood 
(46,47)

. 

Huge systematic evaluation research study 
(48)

 involving greater than 90 routes have actually found that there are to a large 

degree controlled by the findings from the biggest RCT, the HDFP study [Table 2] 
(49,50,51)

. Mostly meant as a test to 

analyze the value of systematic identification of hypertensive people,82 the vital ingredients of just how patients with 

established hypertension were managed totally free care, enrollment, recall and normal evaluation in tandem with a 

rigorous stepped treatment method to antihypertensive medication treatment need to be stressed as this multi-faceted 

intervention was reliable in terms of getting to blood stress goals as well as decreasing all-cause mortality 
(51)

. It is 

interesting to note that a 2-year post trial monitoring study showed that high blood pressure control was undermined when 

the stepped-care arm of the research study was ceased. This lack of control was associated with a decline in using 

antihypertensive drug 
(52)

. Some caution is called for when analyzing this RCT as it consisted of both untreated and also 

unchecked hypertensive topics with differential uptake of antihypertensive treatment in the treatment and normal 

treatment arms of the research study. 

Table 2: Summary of results of interventions on systolic and diastolic blood pressure, control of hypertension and follow up at 

clinic. 

Intervention Systolic blood pressure 

(mmHg) 

Diastolic blood pressure 

(mmHg) 

Blood pressure control (odds 

ratio)
a
 

    

 Pooled 

estimate 

(95% CI) 

Range of 

results from 

individual 

RCTs 

Pooled 

estimate 

(95% CI) 

Range of 

results from 

individual 

RCTs 

Pooled 

estimate 

(95% CI) 

Range of 

results from 

individual 

RCTs 

Self-monitoring  −10–5 −2.0 (−2.7 

to −1.4)
b
 

−12–0 0.9 (0.8 to 

1.1) 

0.8–.2 

Education (patient)  −16–1  −9–7 0.7 (0.4 to 

1.0) 

0.3–1.1 

Education 

(physician) 

2.0 (−3.5 

to −0.6)
b
 

−7–1 −0.4 (−1.1 

to 0.3) 

−2–1  0.8–1.0 

Health 

professional care 

 −13–0  −8–0  0.1–0.9 

Organisational 

interventions 

 −12–3  −8–5  0.5–1.8 

 

Intervention Follow up at clinic (relative 

risk) 

    

 

 

Appointment 

reminders 

 0.1–1.4     

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1570766/table/tbl1/#tf1-1
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1570766/table/tbl1/#tf1-2
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1570766/table/tbl1/#tf1-2
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4.   CONCLUSION 

Hypertension is the First threat factor for mortality in the world1 and also an important danger variable for heart disease 

as well as stroke. Hypertension is usually diagnosed as well as managed in the outpatient setting and also is just one of 

one of the most common reasons to visit a family doctor. With virtually a quarter of the adult population and also nearly 

fifty percent of individuals aged 50 years as well as older having hypertension, the problem of this illness is without a 

doubt high. As treatment of high blood pressure is associated with a 20% to 25% reduction in cardiovascular occasions, 

getting control of this usually asymptomatic disease might be one of the most vital safety nets that family physicians can 

take. 
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