
The hypertensive patient:
2. Finding and linking to clinical care
Both population surveys and shop-
ping centre screening programs have
suggested that a substantial portion
of the hypertensive population in
Canada goes undetected or un-
treated. Of course, these "one-shot"
measurements of casual blood pres-
sure overestimate the magnitude of
the hypertension problem because
from one third to one half of in-
dividuals found to be hypertensive
on a first examination will be found
to have normal blood pressure on a
repeat examination.1 None the less,
these and other data have led the
hypertension task forces and com-
mittees* to conclude that a large
number of Canadians have unde-
tected or untreated hypertension,
which, unless controlled, will con-
tinue to add to an already enormous
burden of unnecessary disability and
untimely death.

In an effort to apply the law of
"mass action" to the hypertension
problem, many editorialists, profes-
sional groups and voluntary health
organizations have suggested that an
attempt to detect hypertension
should be made at every opportunity
- in shopping centres, dentists' of-
fices, pharmacies, emergency rooms
and so forth. However, in their rec-
ommendations the Canadian task
forces either rejected or substantially
restricted this approach for the fol-

*Details pertaining to the hypertension
task forces and committees may be found
in the first of this series of articles on
hypertension, published June 9, 1979. The
entire series will appear in consecutive
issues of the Journal.

lowing reasons.
First, a review of the published

data on shopping centre screening
programs revealed that, although the
programs were extremely well or-
ganized and staffed and were carried
out for as long as 6 months,2'3 less
than 10% of the local adult popula-
tion were screened.

Second, it has been shown that
most of the individuals who volun-
teer to have their blood pressure
checked in such programs have al-
ready undergone a recent examina-
tion. Such was the case in the shop-
ping centre screening program .n
Hamilton; 75% of the individuals
who were screened had already had
their blood pressure checked within
the previous 2 years.2

Third, although hypertensive in-
dividuals may be easily detected,
it is often difficult to successfully
link them to a source of clinical
care. Linkage from shopping centre
screening programs may be success-
ful, but linkage from other detection
procedures is usually unsatisfactory.
For example, following a detection
program in an industrial setting,
only 4% of the hypertensive in-
dividuals detected went to see their
physician, although they all were
urged to do so. A vigorous attempt
to correct this situation raised the
figure to only 20%.2

Fourth, and as a result of the
foregoing, the community screening
programs tend to have little impact
on the proportion of hypertensive
persons who are treated, much less
have their blood pressure controlled.

In the shopping centre screening
program in Hamilton, for example,
it was estimated that the proportion
of hypertensive individuals under-
going therapy rose by only 12% ..

Thus, most of the hypertensive in-
dividuals identified at these com-
munity-based screening programs
are only labelled as such and never
treated; hence the fifth concern -
the labelling of symptomless hyper-
tensive individuals.

Recent research in both Canada
and the United States has shown
that the labelling of hypertensive
individuals has short-term disadvan-
tages. The Harris Poll community
survey of hypertension revealed that
persons who stated they had hyper-
tension missed twice as many days
from work as persons who were
either normotensive or not aware
that they had hypertension.4 Further-
more, in the United States Health
and Nutrition Examination Survey
the psychologic well-being and re-
ported physical health were signifi-
cantly poorer among persons who
were aware that they had hyperten-
sion, regardless of whether the hy-
pertension was being treated or
controlled (M. Monk: personal com-
munication, 1977). Also, absentee-
ism among Canadian steelworkers
increased substantially after work-
ers were labelled as having hyper-
tension, regardless of whether they
were being treated.3 The short-term
disadvantages resulting from the de-
tection and labelling of hypertensive
individuals cannot be taken lightly,
especially when the subsequent
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stages in hypertension control are
not carried out by the individuals
performing the screening.

The sixth basis for the recom-
mendations of the task forces lies
in the high frequency with which
Canadians visit their family phy-
sician. The International Collabora-
tive Study of Medical Care Utiliza-
tion discovered that three quarters
of Canadians had seen a physician
within the last year.5 Most of the
visits were to primary-care institu-
tions, settings that have two distinct
advantages. First, if hypertension is
detected, linkage to a source of clin-
ical care has already occurred and
the hypertensive individual is in the
appropriate setting for assessment,
treatment and follow-up. Second, the
hypertensive individual detected in
a primary-care setting is likely to be
labelled hypertensive only if the de-
cision has been made to treat and
follow up the individual. Therefore,
when hypertension is detected in pri-
mary care, the undesirable short-
term effects of labelling will be over-
shadowed by the long-term benefits
of therapy. The feasibility of a pri-
mary-care setting for the detection of
hypertension has recently been con-
firmed. A general practitioner in
Ontario tripled his hypertension case-
finding rate and confirmed the ex-
pected proportion of his patients who
had hypertension by simply placing
a notice on his office wall that stated
that every adult must undergo blood
pressure measurement at every visit.6
Furthermore, the responsibility for
this measurement can be delegated
to any of the practice personnel.
What is the most effective strategy

for ensuring that every adult at-
tending a primary-care practice has
his or her blood pressure checked
at appropriate intervals? Practices
with age/sex registries or other
means for "flagging" patients' charts
have built-in mechanisms for the pe-
riodic assessment of blood pressure.
However, an alternative method
must be used. An informal survey
of primary-care clinicians, per-
formed by the hypertension task
forces and committees, indicated
that the most practical method was

simply to institute the measurement
of blood pressure as part of every
adult patient's visit. On the basis
of input from these primary-care
clinicians the Canadian task forces
and committees made the following
recommendations:
* The preferred site for hyper-

tension detection is a primary-care
setting.
* Every primary-care practice

should measure the blood pressure
of every adult at every contact; the
responsibility for the measurement
can be delegated to any of the prac-
tice personnel.
* High priority should be given

to the identification of strategies to
encourage and reward detection in
primary care.
* Community-based hypertension

detection programs should be fo-
cused on public and professional
education and motivation rather
than on blood pressure screening.

* Periodic surveys should be
carried out on random population
samples to determine progress in the
elimination of untreated and un-
controlled hypertension.
* Hypertension detection should

be attempted only when linkage to
a source of clinical care is guar-
anteed.
* Priority should be given to the

evaluation of methods for guarantee-
ing linkage to a source of clinical
care from other potential detection
methods (e.g., encounters with pub-
lic health and social agencies, and
in emergency departments and em-
ployee health programs, and con-
tacts with other health professionals).

These conclusions, which are
based upon recent findings in Can-
ada and on concerns that have been
echoed in the United States,7 indicate
that a change is required in the tra-
ditional attitudes towards commu-
nity screening programs.
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