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ABSTRACT

We investigated Blood Pressure of asymptomatic senior sedentary civil servants. Aims & Objectives:1-To
find out Blood Pressure trends in the normal working people.2- To offer antihypertensive treatment to
hypertensive people. Study Design: A prospective study, descriptive in design. Subjects: 120 senior civil
servants that have been in job for 25 or more years were included in this trial. Setting: Garden Clinic,
Garden town, Lahore. Period: January February March 2001. Results: There were total 120 patients in this
study. There were 39(32.5%) hypertensive patients, out of these, 20(51.2%) were diagnosed and put on
treatment but only 16(41.02%) had their BP controlled and 4(10.25%) had uncontrolled BP on treatment.
19(48.71%) patients out of 39 were not diagnosed. In this way 23(58.97%) patients were effectively
untreated .,only 16(41.02%) patients were adequately treated. Conclusion: Hypertension in our population
is undiagnosed and untreated, mostly. Much wider and extensive network of health services is needed to
detect and treat these patients earlier to halt their progression to complications which require more expensive
treatment and have poor prognosis.

INTRODUCTION

Hypertension can go unnoticed, as it may not
produce any symptoms. It should be detected and
treated before time to reduce the risk of developing
complications'. As age advances prevalence of
hypertension as well as its complications, rises’. Blood
Pressure increases steadily with age in industrialized
countries but not always in non-industrialized nations’.
If continues uncontrolled it can cause very serious organ

damage. Heart failure, ischemic heart disease, aortic
aneurysm, stroke, dementia, encephalopathy,
retinopathy ,renal failure, and peripheral vascular
disease resulting in limb loss are some of the
consequences of uncontrolled hypertension. The effect
can be mild discomfort to severe loss of function of the
organs resulting in very high morbidity and mortality.
Treatment on the other hand has proved to be extremely
rewarding. Meta-analysis of trials of treated
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hypertensive has shown the relative risk reduction of
40% in stroke, 20% in coronary heart disease*"’, and
46% in cardiovascular mortality® °.The treatment is
life long, and expensive hence causes frequent breaks in
compliance especially in financially constrained
societies like ours. In this backdrop our study will
provide ideas to safe guard against harmful effects of
this silent disease

MATERIAL & METHOD

The Medical Officer of an Institute referred all
patients for health survey. Their past medical
history was provided on the referral paper. All
patients were thoroughly examined by consultant
cardiologist after taking thorough history. Their
present and past medications were recorded. Special
attention was paid on physical examination to target
organ damage. Cardiac apex, fundoscopy, and
peripheral pulses of limbs were checked. Their
blood pressure was recorded at the end of the
history and physical examination. Mercurial
Sphygmomanometer was used. Korotokov sounds
phase 1/V (start of sounds and disappearance of
sounds) was used for systolic and diastolic phase of
BP. The WHO/ISH definition of hypertension was
followed as systolic BP>=140mmHgand/or a
diastolic BP>=90 mmHg, Isolated systolic
hypertension which is common in older people ,
was diagnosed when the systolic BP >=140 mmHg
with diastolic BP <90 mmHg. Electrocardiograph
was recorded by a trained technician on automatic
Electrocardiography machine. Their ECG's were
recorded on heat sensitive paper. A consultant
cardiologist reported all electrocardiograms with
special attention to left ventricular hypertrophy and
other signs of heart damage. Any further tests were
carried out or advised if indicated. All the patients
were advised treatment where appropriate.

RESULTS

There was 120 patients of both sexes in this
study. There were 119 males arid ol female with
M: F ratio of 119:01. Their age ranged from 40
years to 59 years with mean age of 50.65 years
SD +4.08 C1[95 %]0.73. Their weight ranged
from 50 kgs to 105 kgs mean 72.18,50 +£11.19, Cl
[95%]2.02. There were 39 (32.5%) hypertensive

people.
Table-1. Blood pressure of study population-mmHg (n-
120)
120/80- 131/81- 141/91- 161/111- | >200/1
130/80 140/90 160/110 200/140 40
66 22 17 12 03
(55%) (18.3%) (14.16%) (10%)

There were 20(,51.02%) patients out of 39 who
knew about their hypertension and were put on
treatment. Blood pressure of those 20 on treatment
was controlled in 16(41.02%) patients, remaining
4(10.25%) patients were still carrying high Blood
Pressure. There were 19(48.71 %) patients who did
not know about their high blood pressure and
therefore were not on any treatment. Blood pressure
distribution in our study is given in Table-I

Table-11. ECG changes in Hypertensive patients
(n=39)

ECG changes Number % age
Normal ECG 11 28.20
LVH 07 17.9
High Voltage 01 2.56
RBBB 01 2.56
S. Tachy 02 5.12
S.Brady 01 2.56
Q-III 03 7.69
Q-avl 01 2.56
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Q-avf 02 5.12

Table-IlL Stratification of risk to quantify prognosis (adopted from WHO/ISH)"

Other risk factors and disease activity BP mmHg
Mild HTN Mod. HTN Severe HTN
SBP140-1590rDBP90- | SBP160-1790rDBP | SBP>=180
99 100-109 orDBP>=110
No other risk factor Medium risk Medium risk High risk

1 -2 risk factors Medium risk Medium risk Very high risk

3 or > risk factors Target organ
damage or Diabetes

High risk

High risk Very high risk

DISCUSSION

In this study 39 (32.5%) people out of 120 were
hypertensive.20 patients(51.2%) out of these 39
were on treatment, BP of 16 patients(41.02%)out of
these 39 was adequately controlled, while 04 (10%)
patients had uncontrolled BP either due to poor
compliance or inadequate treatment. The
19(48.71%) out of these 39 hypertensive patients
were not on any treatment because their disease was
undiagnosed .A total 23(58.90%) of hypertensive
patients were without treatment. This much lack of
detection and inadequate treatment prevails all over
the World. A survey in England has shown that
while most hypertensive get detected there but they
either did not continue treatment or had not proper
control on treatment'’. A recent US military
veterans study has also showed that many
hypertensive patients do not receive sufficient
treatment".

Hypertension is insidious in onset and mostly
asymptomatic. Essential Hypertension is usually a
chance finding while secondary hypertension can

produce symptoms of causative disease and be
detected earlier. Since 90% of hypertension is of
essential type this disease has to be sought and
treated to protect people from its harmful effects.
The beneficial effects of treating hypertension are
proven by WHO/ISH". The US Joint National
Committee on prevention, Detection, Evaluation
and treatment of High BP (JNC-VI)" and revised
British Hypertension Society (BHS) guidline'*. The
management of hypertension has to take into
account risk factors along with the degree of
Hypertension.The adversely associated factors are
age. 55(men)> 65(women) smoking, diabetes,
obesity, left ventricular hypertrophy, proteinuria,
raised crettnine >150mol/l stroke, dementia,
ischemic heart disease and peripheral vascular
disease"’.

The management of hypertension should include
life style modification, which is cheaper, hence
suits more to our society. By simply decreasing
sodium chloride (common salt) intake from 10g
toSg, a reduction in BP around 5/3mmHg in
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hypertensive patients can be achieved'® '. The
effects are greater in older population and in those
with higher BP. This much decrease in sodium
intake occurs by avoiding processed food and by
not adding salt at table. By increasing fruits and
vegetables consumption total body potassium is
increased and body weight is reduced. A diet high
in fruits, vegetables and low in saturated fats lowers
BP'¥18. BP can also be reduced by taking regular
exercise. A 30-45 minutes brisk walk most days of
a week reduces weight as well as BP"?'. All
patients should be advised to stop smoking as it
accelerates hypertension into malignant phase.
Alcohol intake should also be reduced, it is an
important risk factor for hypertension®. . causes
resistance to anti-hypertensive drugs™ and is a risk
factor for stroke®*. Present day anti-hypertensive
drugs are very effective and have fewer side effects.

The beneficial effects of treating hypertension
greatly outweigh adverse effects in the published
trials®"'. The cheaper and the long standing drugs
should be started at first. Patients should be advised
to bring a BP record on next visit, an alternate is
ambulatory BP monitoring Since there were
(48.9%) 23 patients in need of effective treatment
of hypertension in an institute where in house
medical care is available. It is advisable to increase
medical check ups of this study population. It is
also proper to point out here that we had studied a
working population where the employer had
arranged medical care at the premises and found
48.7% patients without treatment. The treatment
facilities are not available at work place or nearby
at most places hence our population needs a lot
more medical services to cove the hypertensive
patients in the society, especially our rural
population

CONCLUSIONS

Hypertension in our population is undiagnosed and
untreated. Much wider and extensive network of
health services is needed to detect and treat these
patients earlier to halt their progression to
complications which require more expensive
treatment and have poor prognosis.
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