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Abstract: We assessed the difference in the prevalence of hypertension in community surveys when
blood pressure (BP) was measured on two vs. one visits and its impact on hypertension awareness,
treatment and control proportions. A community-based BP screening programme was conducted in
public places in the Seychelles (619 adults) and BP was rechecked a few days later among untreated
participants with high BP (≥140/90 mmHg). A narrative review of the literature on this question was
also conducted. Only 64% of untreated participants with high BP still had high BP at the second
visit. The prevalence of hypertension in the whole sample decreased by 13% (from 33.8% to 29.5%)
when BP was measured on two vs. one visits. These results concurred with our findings in our
narrative review based on 10 surveys. In conclusion, the prevalence of hypertension can be markedly
overestimated in community surveys when BP is measured on two vs. one visits. The overestimation
could be addressed by measuring BP on a second visit among untreated individuals with high BP or,
possibly, by taking more readings at the first visit. These findings have relevance for clinical practice,
policy and surveillance.
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1. Introduction

Hypertension is the leading cause of the global disease burden, accounting for 10.4 million deaths
in 2017 [1] and contributing to 22.3% of the population attributable burden of cardiovascular disease [2].
The prevalence of high blood pressure (BP) ranges between 30–50% in adults in many populations
worldwide [3]. The World Health Organization (WHO) Global Action Plan for the Prevention and
Control of Noncommunicable Diseases (NCDs) includes the target to reduce by 25% the prevalence of
raised BP between 2010 and 2025 and summarizes cost-effective interventions to reduce its burden at
both population and individual levels [4].

BP tends to decrease over repeated readings within and across visits [5], owing to habituation to
BP measurements and regression to the mean. For example, a review of clinical studies found that
5–65% of persons who had high BP on one visit did not have hypertension when BP was measured
with ambulatory blood pressure monitoring (27 studies) and 4–42% did not have hypertension
when BP readings were repeated at subsequent office visits (4 studies) [6]. This stresses that
hypertension diagnosis should be based on several BP readings taken on several occasions (at least two),
as recommended by different international guidelines [7–9].
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Similarly, the prevalence of hypertension in community surveys (as opposed to the prevalence of
“high blood pressure”) can be assessed more reliably if BP is measured on several visits, as already
pointed out in 1969 [10]. A Canadian cross-sectional community survey showed that, while the number
of BP readings made at a single visit can influence prevalence estimates (e.g., when the prevalence is
based on the average of three readings or the last two of three readings), the prevalence decreased most
(by 12% and 17%) when based on BP readings measured again at two or three subsequent visits [11].
Similarly, the prevalence of hypertension decreased by as much as 48% when BP was measured on a
second visit taking place at least 2 years after the first visit in a recent Chinese study, independently of
hypertension treatment [12].

However, due to logistic difficulties and cost, BP is measured on one single visit in most community
surveys, e.g., WHO STEPS [13] or the May Measurement Month (MMM) screening programme [14].
Two reviews of population-based surveys of hypertension showed that only 4 out of 44 surveys [15]
and 1 out of 68 [16] had assessed BP on at least 2 visits, as opposed to BP measured on 1 visit only.

In this study, we assessed the difference in estimates of the prevalence of hypertension when
BP was measured on two visits vs. one visit in a community-based BP screening programme in
the Seychelles and the impact on hypertension awareness, treatment and control proportions in the
underlying population, an issue that has only rarely been examined [11]. We also conducted a narrative
review of all published papers on community surveys that had assessed the prevalence of hypertension
based on BP measurements on ≥two vs. one visits.

2. Materials and Methods

We analysed BP data of a community-based screening programme led by the Ministry of Health
in the Seychelles performed around World Hypertension Day every year. We included data from the
participants in 2018 and 2019. The screening programme took place in several public places in the main
island (Mahe, 90% of the total population of the Seychelles) between 9 a.m. and 2 p.m. The methods
used in the screening programme to measure BP were consistent with hypertension guidelines [7–9]
and with the May Measurement Month protocol [17,18].

The blood pressure screening was offered free to any volunteer adults aged 18 years or more.
Each participant was asked for their consent to use their anonymous data for research. A short-structured
questionnaire about socioeconomic indicators and lifestyle variables was administered to the
participants. Weight was measured using an electronic scale (seca 703®, seca GmbH & Co. KG,
Hamburg, Germany), height was measured using a fixed stadiometer (seca 220®, seca GmbH & Co. KG,
Hamburg, Germany), and random blood glucose was measured on capillary blood using glucometer
(Contour Plus®, Bayer Healthcare AG, Leverkusen, Germany). Overweight and obesity were defined
as a body mass index (BMI) of 25–29.9 kg/m2 and ≥30 kg/m2, respectively. Raised blood sugar
was defined as random blood glucose ≥7.8mmol/L, according to the American Diabetic Association
guidelines [19].

BP was measured on individuals comfortably seated in a chair with their left arm laying on a
table at the heart level, using a validated electronic device (Omron M6 Comfort®, Omron Healthcare
Co., Ltd., Kyoto, Japan) [20]. After a rest of ≥3 min, BP was measured 3 times at intervals of ≥1 min.
The screening programme was led and approved by the Ministry of Health. Participants were informed
about the screening procedures and asked for their written consent to use their data in aggregate form
for evaluative research.

Individuals with systolic BP ≥140 mmHg and/or diastolic BP ≥90 mmHg (based on the average of
3 readings) and not taking any treatment for hypertension were invited to attend a second visit a few
days later. Participants could indicate their real name or a fake name on their appointment card in
order to keep their data anonymous while ensuring a link with the data from the first visit. The second
visit took place in a health promotion unit in the ministry of health where health workers wore civil
garments. On the second visit, BP was checked by the same nurse who had seen the participant at
the first visit, using the same measurement protocol and BP measuring device. No treatment for
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hypertension was prescribed between the visits. The distribution of mean BP and the prevalence of
raised BP were tabulated, and 95% confidence intervals were calculated.

The study was approved and conducted by the Ministry of Health of the Seychelles. BP readings
at Visit 1 (but not at Visit 2) have been included in previous papers from the May Measurement Month
global study in 2018 and 2019 [17,18].

We also performed a narrative review of all published papers or reviews examining the difference
in the prevalence of hypertension in population-based surveys when BP was measured on ≥2 vs. 1
visits among adults. We searched all full-text papers published in English and in French up to January
2020 available in PubMed, Cochrane Library and Google Scholar using the following descriptors:
“Hypertension, prevalence, repeated visits, two visits, repeated measurements, serial surveys.” We also
identified further pertinent publications from the lists of references. We included all papers that had the
following criteria: A population-based sample (community surveys); the prevalence of hypertension
was estimated based on BP readings taken on the first and second visits; BP measurement was based
on the average of ≥2 readings at each visit; the same measurement methods were used at each visit.
When a study did not report explicitly the relative difference in the prevalence of hypertension when
estimates were based on reading on ≥2 vs. 1 visits, the relative difference was estimated based on the
prevalence values indicated in the study (in the tables or figures). Studies that provided only data on
systolic BP [21,22], diastolic BP [23–26], using a single BP measurement on a particular visit, giving the
estimation of hypertension prevalence based on the sole reading on the final visit [27], having an
interval between visits exceeding 2 months [12] or were not community-based surveys [28,29] were
excluded. We also excluded the papers for which only the abstracts were available in the 3 searched
library databases [30–33]. Several studies included in the previously mentioned 3 reviews [6,15,16]
were excluded because they did not meet all of our inclusion criteria. In one instance, the results of a
potentially suitable study were published in both French [34] and English [35] in different journals and
we only included the publication in English in our review. We identified 51 studies that seemed to have
assessed hypertension prevalence in community survey based on ≥2 vs. 1 visits [6,10–12,15,16,21–65],
and 10 met our inclusion criteria (Table 6).

3. Results

A total of 620 individuals participated in our community-based screening programme (age range:
18 to 86 years). One participant was excluded because of missing data. Seventy-three participants
had systolic BP ≥140 mmHg and/or diastolic BP ≥90 mmHg and were not treated for hypertension.
Among them, 50 (69%) had their BP measured on a second visit. The mean interval between the first
and second visits was 2.6 days (range: 1 to 12 days; 95% CI: 2.1–3.1).

Table 1 shows selected characteristics of the participants at the first visit according to age and
sex. There were 241 men (38.9%) and 378 women (61.1%), and 320 were aged <45 years (51.7%) and
299 were ≥45 years (48.3%). Almost all participants (96.9%) had their BP measured at least once in their
life and 86.1% had it checked within the past 12 months, with the highest proportion among women
over 45 years old (92.0%).

One-third of the participants (33.8%) had high BP (BP ≥140/90 mmHg or treatment) at the first
visit, with differences according to age (17.1% at age <45 years and 48.2% at age ≥45 among men,
and 15.2% and 55.6% among women of the same age categories). More than half of participants with
high BP were taking an antihypertensive treatment (men 52.6%; women 72.2%). In the whole sample,
22% of the participants were taking a BP-lowering treatment, particularly those aged ≥45 years (37.5%)
and women aged ≥45 years (43.3%). The prevalence of smoking was higher in men than women
(25.7% vs. 3.4%). Three-quarters of men and women were overweight or obese. More women than
men were obese (40.2% vs. 27.4%). Around 8% had diabetes (with a higher proportion in the older
than younger age groups).



Int. J. Environ. Res. Public Health 2020, 17, 9395 4 of 14

Table 1. Characteristics of the participants to the community-based screening programme according to
sex and age.

Men Women All

<45
Year

≥45
Year Total <45

Year
≥45
Year Total <45

Year
≥45
Year Total

Participants (n) 129 112 241 191 187 378 320 299 619

Ever had BP checked (%) 92.2 98.2 95.0 98.4 97.9 98.1 95.9 98.0 96.9
Had a BP check in past 12 months (%) 76.7 86.6 81.3 86.4 92.0 89.2 82.5 90.0 86.1
BP ≥140/90 mmHg or treated (%) 17.1 48.2 31.5 15.2 55.6 35.2 15.9 52.8 33.8
From which % treated 40.9 57.4 52.6 51.7 77.9 72.2 47.1 70.9 65.1
Treated for hypertension (%) 7.0 27.7 16.6 7.9 43.3 25.4 7.5 37.5 22.0
Smoking (%) 31.0 19.6 25.7 4.2 2.7 3.4 15.0 9.0 12.1
Body mass index ≥25 kg/m2 (%) 73.6 76.8 75.1 67.0 83.4 75.1 69.7 80.9 75.1
Body mass index ≥30 kg/m2 (%) 24.0 31.3 27.4 34.6 46.0 40.2 30.3 40.5 35.2
Aware of having diabetes (%) 0.8 8.0 4.1 1.6 9.1 5.3 1.3 8.7 4.8
Random blood glucose ≥7.8 mmol/L (%) 6.2 11.6 8.7 4.2 10.7 7.4 5.0 11.0 7.9

Blood pressure (BP) estimates are based on the average of three readings.

Table 2 shows that mean systolic BP and mean diastolic BP decreased between the first, second and
third readings within each visit, with most of the decrease occurring between the first and second BP
readings. The difference between the first and third readings within each visit, for both systolic and
diastolic BP, was approximately 3 mmHg in each BP subgroup (i.e., participants with BP <140/90 mmHg,
participants treated, participants with BP ≥140/90 mmHg but untreated, and participants seen on
the second visit). The difference reached statistical significance in the BP categories with the largest
numbers of participants.

Table 2. Mean systolic and diastolic blood pressure on three successive blood pressure readings
according to hypertension status and different visits in the community-based screening programme.

Reading 1 Reading 2 Reading 3 Relative diff. (%)

n Mean 95%CI Mean 95%CI Mean 95%CI R3 vs. R1 95%CI

Visit 1 (n = 619)
BP <140/90, no Rx Sys 410 115.5 114, 117 112.8 112, 114 112.0 111, 113 −3.0 −5, −1

Dia 76.6 76, 77 75.3 74, 76 74.1 73, 75 −3.3 −5, −1
Treated Sys 136 133.1 130, 136 130.1 127, 133 128.5 126, 131 −3.5 −7, −0.4

Dia 86.4 84, 88 84.4 82, 86 83.7 82, 86 −3.1 −6, −0.3
BP ≥140/90, no Rx Sys 73 146.0 142, 150 142.4 139, 146 141.9 139, 145 −2.8 −7, 1
Visit 2 * (n = 50) Dia 96.3 94, 98 94.2 92, 96 92.8 91, 94 −3.6 −8, 1
BP ≥140/90 at V1,
no Rx Sys 50 144.8 141, 148 142.0 138, 146 140.1 137, 144 −3.2 −8, 2

Dia 94.5 92, 97 92.0 90, 94 90.0 87, 93 −4.8 −11, 1

BP: Blood pressure (mmHg); Sys: Systolic BP; Dia: Diastolic BP; V1: Visit 1. Rx: Treatment for HTN: Hypertension.
* Visit 2 was attended only by participants with BP ≥140/90 at Visit 1 and no treatment.

Table 3 shows the mean systolic/diastolic BP (based on the average of the 3 readings at each visit)
among the 50 participants with BP ≥140/90 mmHg and not treated who attended the second visit.
BP significantly decreased between the first and second visits by 5.6/3.3 mmHg for systolic/diastolic BP,
with a relative drop of respectively 3.5%/3.3% for systolic/diastolic BP, respectively. This decrease was
of a similar magnitude in both sexes and age groups.

Table 4 shows that 67.9% of men and 59.1% of women with BP ≥140/90 mmHg and untreated at the
first visit also had elevated BP (i.e., BP ≥140/90 mmHg) at the second visit. Inversely, around one-third
of untreated participants with elevated BP at the first visit no longer had elevated BP at the second
visit. In relative terms, the prevalence of hypertension (BP ≥140/90 mmHg or treatment) decreased by
12.6% (men 15.2%, women 11.4%) based on BP readings on two vs. one visits. This estimate assumed
the same decrease in BP between the 2 visits among the 28 participants with BP ≥140/90 mmHg and no
treatment who attended the second visit as in the 8 participants with hypertension who did not attend
the second visit.
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Table 3. Mean systolic/diastolic blood pressure on the first and second visits among participants to the
community-based screening programme who were untreated and had elevated blood pressure at the
first visit.

Visit 1 Visit 2 * Absolute dif.
V2 vs. V1

Rel.
dif.

n BP 95%CI BP 95%CI 95%CI %

Men 28 Sys 147.8 143, 153 142.8 139, 147 −5.0 −11, 1 −3.0
Dia 95.5 92, 99 93.2 90, 97 −2.3 −7, 2 −2.8

Women 22 Sys 148.1 141, 155 141.6 136, 148 −6.5 −16, 3 −4.1
Dia 96.6 93, 99 90.9 88, 93 −4.7 −9, −1 −4.6

<45
years 14 Sys 143.7 136, 152 136.1 131, 141 −7.6 −17, 2 −4.9

Dia 96.1 92, 101 91.5 88, 95 −4.6 −10, 1 −4.6
≥45

years 36 Sys 149.5 145, 154 144.7 140, 149 −4.8 −11, 1 −3.0

Dia 95.3 93, 98 92.5 90, 95 −2.8 −7, 1 −2.8

Total 50 Sys 147.9 144, 152 142.3 139, 16 −5.6 −11,
−0.3 −3.5

Dia 95.5 93, 98 92.2 90, 94 −3.3 −7, −0.2 −3.3

BP: Blood pressure; Sys: Systolic BP; Dia: Diastolic BP; Rel. dif: Relative difference (%). * Visit 2 was attended only
by participants with BP ≥140/90 at Visit 1 and no treatment.

Table 4. Prevalence of hypertension in the community-based screening programme based on blood
pressure measured on two vs. one visits.

Men Women Total

Number with BP <140/90, untreated, Visit 1 165 245 410
Number treated, Visit 1 40 96 136
Number with BP ≥140/90, untreated, Visit 1 36 37 73
Number with BP ≥140/90, untreated, Visit 1 & had BP measured at Visit 2 28 22 50
Number with BP ≥140/90, untreated, Visit 1 & had BP ≥140/90 at Visit 2 19 13 32
* Expected number with BP ≥140 /90, untreated, V1 & BP ≥140/90 at V2 24.4 21.9 46.7
Proportion of participants untreated and with BP≥140/90 at Visit 1
who also had BP ≥140/90 at Visit 2 67.9 59.1 64.0

Prevalence (%) of hypertension in the whole sample based on BP
readings at Visit 1 31.5 35.2 33.8

Prevalence (%) of hypertension in the whole sample based on BP
readings at Visit 1 & Visit 2 26.7 31.2 29.5

Relative decrease in the prevalence of hypertension in the whole sample
based on BP measured on two vs. one visits (%) −15.2 −11.4 −12.6

BP: Blood pressure; hypertension: BP ≥140/90 mmHg (average of 3 readings) or treatment. Visit 2 (V2) was attended
only by untreated participants with BP ≥140/90 at Visit 1 (V1). * The differences in BP between V2 vs. V1 assume a
same relative BP change in eligible participants who attended V2 as in those who did not attend V2.

Table 5 shows the proportions of persons aware, treated and controlled among all persons with
hypertension (BP ≥140/90 mmHg or treatment) based on two vs. one visits. Since the denominator
of these proportions (i.e., the total number of persons with defined hypertension) was lower when
hypertension was assessed based on BP readings on two vs. one visits, the proportions of persons
aware, treated and controlled, in the entire sample, was higher by 14.4% (men 18.0%; women 12.8%)
when the diagnosis of hypertension was based on two vs. one visits.
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Table 5. Proportions of participants in the community-based screening programme who were aware,
treated and controlled for hypertension based on the total number of persons with hypertension was
based on blood pressure measured on two vs. one visits.

Men Women All

Number of participants 241 378 619
Number with hypertension based on BP measured at V1 76 133 209
Number with hypertension based on BP measured at V1 & V2 64 118 183
Number aware of having HBP 50 112 162
% aware from all participants with HBP, based on V1 (A) 65.8 84.2 77.5
% aware from all participants with HBP, based on V1 & V2 (B) 77.6 95.0 88.7
Relative difference (B vs. A) (%) 18.0 12.8 14.4
Number treated for hypertension 40 96 136
% treated from all participants with HBP, based on V1 (C) 52.6 72.2 65.1
% treated from all participants with HBP, based on V1 & V2 (D) 62.1 81.5 74.4
Relative difference (D vs. C) (%) 18.0 12.8 14.4
Number with BP controlled (<140/90 mmHg) 21 63 84
% controlled from all participants with HBP, based on V1 (E) 27.6 47.4 40.2
% controlled from all participants with HBP, based on V1&V2 (F) 32.6 53.5 46.0
Relative difference (F vs. E) (%) 18.0 12.8 14.4

V1: Visit 1; V2: Visit 2; BP: Blood pressure; HBP: High blood pressure. Hypertension: BP ≥140/90 mmHg (based on
average of 3 readings at each visit) or treatment. BP was measured at Visit 2 among untreated participants with
BP ≥140/90 at Visit 1.

Table 6 shows the 10 studies included in our narrative review of the difference in the prevalence
of hypertension based on ≥2 vs. 1 visits [11,35–43]. The included studies are displayed according to
the number of visits used to define hypertension. Mean BP was lower by 1.5–7.0 mmHg (systolic BP)
and 0.7–9.0 mmHg (diastolic BP) when comparing mean BP based on two vs. one visits. The decrease
in mean BP could be larger in those studies in which BP was measured on more than two visits.
The relative difference in the prevalence of hypertension when BP was measured on two vs. one visits
ranged between 12% and 39%, and the difference between the last and first visit could be larger when
BP was measured on more than two visits (up to 43%).
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Table 6. Narrative review: Characteristics and main results of the community surveys that had assessed the difference in the prevalence of hypertension based on
blood pressure measured on ≥two vs. one visits.

First Author
Nb Visits [ref]

Place of Study, Year of Data Collection Sample
Size

Nb Readings at
Each Visit

Hypertension
Definition

Criterion for
Subsequent Visit

Mean BP Rel. dif. HTN
PrevalenceFirst Visit Last Visit

2 visits
Inamo J [35] Martinique/Guadeloupe/Guyana, 2001–2002 6113 1—2—3 ≥140/90 or Rx ≥140/90, no Rx NA NA −19%
Lang T [36] France, 1997–1998 29,626 1—2—3 ≥140/90 or Rx ≥140/90, no Rx NA NA * −39%

Atallah A [37] Guadeloupe, 2007 CONSANT survey 1005 1—2—3 ≥140/90 or Rx ≥140/90, no Rx NR NR * −25%
Guadeloupe, 2001–2003 PHAPGG survey 20,420 1—2—3 ≥140/90 or Rx ≥140/90, no Rx NR NR * −32%

Modesti PA [38] Yemen, 2009 10,242 2—3 ≥140/90 or Rx All 123.0/76.9 121.5/76.2 −33%
Markovic N [39] Nigeria, 1992 804 2—3 ≥140/90 or Rx All * 120.5/75.4 * 116.9/85.0 NR
Pierce L [40] Haiti, 2012 175 1—2 ≥140/90 or Rx ≥140/90, no Rx NR NR * −20%

Figueiredo D [41] Portugal, 2001–2003 739 1—2
≥140/90 or Rx All NR NR −13%
≥140/90, no Rx All NR NR −31%

Bovet P [42] Tanzania, 1998–1999 9254 2—3 ≥160/95 All * 147.3/89.3 * 140.2/85.8 −29%
Birkett NJ [11] Canada, 1985–1986 2016 1—2—3/2—3 ≥160/90 or Rx ≥160/90 or Rx NA NA * −12%

3 visits
Lai M [43] China, 2017 1185 1—2—3 ≥140/90 or Rx All NR NR * −12%
Markovic N [39] Nigeria, 1992 804 2—3 ≥140/90 or Rx All * 120.5/75.3 * 115/73.3 * −14%
Birkett NJ [11] Canada, 1985–1986 2016 1—2—3/2—3 ≥160/90 or Rx ≥160/90 or Rx NA NA * −17%

4 visits
Bovet P [42] Tanzania, 1998–1999 9254 2–3 ≥160/95 All * 147.3/89.2 * 136/83.9 −43%

NA: Not applicable; NR: Not reported; BP: Blood pressure; HTN: Hypertension; Rx: Treatment; Rel. dif.: Relative difference; nb: Number; ref: Reference. * Difference in the prevalence of
hypertension based on ≥two vs. one visits based on prevalence figures displayed in the article.



Int. J. Environ. Res. Public Health 2020, 17, 9395 8 of 14

4. Discussion

Based on our community-based screening programme, the prevalence of hypertension was 13%
lower when BP was measured on two vs. one visits. This estimate seems conservative compared to the
results from our narrative review of 10 community surveys, where the prevalence of hypertension
decreased, in relative terms, by 12% to 43% between the last vs. first visits [11,35–43]. Despite the
difficulty of getting an accurate overall estimate of the impact measuring BP readings on one vs.
several visits on the prevalence of hypertension in populations due to the discrepancy between the
methods used in the studies (number of BP readings, intervals between visits, etc.), our narrative
review included the largest number of eligible such studies and provides the most solid evidence
on this question so far. We also found that the proportions of hypertension awareness, treatment
and control rates in the sample of participants to the screening programme were substantially larger
(by approximately 14% in our study) when hypertension (i.e., the denominator of these proportions)
was based on two vs. one visits. Our findings re-emphasize that the prevalence of hypertension in
population-based surveys can be substantially overestimated when BP is measured on ≥two vs. one
visits, and awareness, treatment and control rates (in the underlying populations) can consequently be
substantially underestimated when based on BP readings taken on ≥two vs. one visits.

As expected, BP decreased over three consecutive readings at each visit (with a difference of
approximately 3 mmHg between the first and third readings in our study), irrespective of initial
BP level and treatment status, consistent with findings in several other studies [5,38,39,42,47,66].
In addition, mean BP (based on triplicate readings at each visit) was lower at the second vs. first
visits by approximately 5 mmHg, which is consistent with findings in our review (Table 6) [38,39,42].
The BP decrease over repeated readings at a same visit and between subsequent visits is largely
attributed to habituation to BP measurement [42]. Of note, the marked systematic decrease in mean BP
over subsequent visits does not necessarily apply to other cardiovascular risk factors such as body
weight, blood cholesterol or blood glucose, as these latter risk factors do not necessarily systematically
decrease over consecutive visits. This underlies that hypertension guidelines stress that the diagnosis
of hypertension should be based on BP readings taken over several visits.

It is likely that the decrease in the prevalence of hypertension based on two vs. one visits may
differ between populations. First, this decrease is likely to differ according to the absolute mean BP
level in the underlying population. Indeed, the decrease in the prevalence of hypertension (or the
difference in mean BP level) based on two vs. one visits is likely to be proportionally larger if the
average BP in the underlying population is close to the cut-off value for elevated BP, as opposed to
populations where the mean BP would be markedly lower than 140/90 mmHg, because more persons
in the population would have their BP levels near the cut-off for hypertension in the former vs. latter
instances [47]. In our study, the prevalence of hypertension (defined in this study as BP≥ 140/90 mmHg)
and mean BP levels in the underlying population were quite high compared to some other countries
(e.g., North America) but were similar with several countries in Sub-Saharan Africa [17,18].

The decrease in the prevalence of hypertension based on BP measurements made on two vs.
one visits might also be larger if the proportions of untreated persons with elevated BP is high vs.
low, as a larger proportion of individuals in the underlying populations could possibly normalize
their BP over consecutive visits in the former situation. The proportion of treated persons was fairly
high in the Seychelles, at 22% of the whole population in our study, which is similar with a recent
population-based survey of cardiovascular risk factors in the country [67]. This implies that the
difference in the prevalence of hypertension in surveys based on two vs. one visits could be larger
in countries where only few people with hypertension are treated for hypertension. Further studies
should assess the prevalence of hypertension based on two vs. one visits in countries with different
mean BP levels and different proportions of hypertensive persons treated.

Another issue, not addressed in our study, is to clarify whether all persons treated for hypertension
actually had hypertension at the first place. It may happen that some persons are (inadequately)
given hypertension medication(s) on the basis of elevated BP taken on a single visit, whereas a certain
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proportion of them would not have had sustained hypertension if BP had been measured on ≥two
visits (i.e., false-positive hypertension cases). This situation would lead to overestimation of the
hypertension prevalence in epidemiological surveys. Further studies should assess the proportions of
false-positive cases in population-based surveys or in cohort studies in different populations using
treatment de-intensification in selected treated persons. However, this would require several follow-up
visits over several months. For example, a review of studies of hypertension treatment de-intensification
found that approximately one-quarter of patients on antihypertensive therapy were unnecessarily
treated and assessed with no relapse of hypertension after ≥two years of treatment discontinuation [68].

BP can further decrease when BP is based on ≥two visits vs. only one or two visits or, quite
similarly, if ambulatory BP monitoring or home BP monitoring (with multiple readings over an
extended period of time) is performed among patients with elevated BP and no treatment. For example,
the prevalence of hypertension decreased further when BP was measured on three vs. two visits in
two population-based surveys in Tanzania [42] and Nigeria [39].

Another issue is the impact of a white coat effect on the prevalence of hypertension in
epidemiological studies, whereby BP is artificially increased when BP is measured by medical
personnel [41,69]. This factor can increase the overestimation of the prevalence of hypertension in
epidemiological studies, but this overestimation could possibly be partially compensated by the effect
of masked hypertension on the prevalence of hypertension [69]. In this study, BP was measured in
secluded places (first visit) and in an administrative building (second visit) by nurses wearing normal
clothes (i.e., not a medical uniform), and one could expect that the white coat effect was minimized [70].

The decreased number of hypertensive persons based on two vs. one visits (this number being
used in the denominator) resulted in increased proportions of persons aware, treated and controlled
for hypertension in the underlying population when the prevalence of hypertension was based on BP
readings taken on two vs. one visits (a relative increase of 18% in our study). We are not aware of
other studies that have explicitly quantified this difference [11]. The issue is important as it implies
that the usually low proportions of awareness, treatment and control found in many epidemiological
surveys that have assessed BP on a single visit might not be as low as they appear if the prevalence of
hypertension was assessed based on BP readings taken on several visits. Further studies on awareness,
treatment and control rates should attempt to include a more valid denominator (i.e., the number of
persons with hypertension based on two or more visits) or, at least, such studies should attempt to
explicitly discuss and quantify the possible underestimation in these awareness, treatment and control
proportions when hypertension is assessed based on BP measured on ≥two vs. one visits.

This study examined the validity of the diagnosis of hypertension when BP was measured on
two vs. one visits. However, correctly assigning hypertension diagnoses to persons who have BP
permanently ≥140/90 mmHg (or another BP cut-off) does not imply that it is inadequate to prescribe
BP-lowering treatment to selected persons with lower BP levels but high cardiovascular risk (based on
other elevated risk factors) in order to reduce their total cardiovascular risk (e.g., total risk approach,
“polypill” interventions, etc.) [71]. Nonetheless, a valid assessment of the prevalence of hypertension
(based on BP readings measured on several visits) in epidemiological surveys is important for both
surveillance and policy purposes.

Our study has several strengths. First, participants from our community-based screening
programme included adults from the general population. Although participants were not randomly
selected from the general population, the population-based nature of the sample is supported by the
fact that the prevalence of hypertension in the screening programme was similar to that found in a
national survey of BP and other risk factors in the Seychelles [67]. Second, untreated participants
with high BP in the screening programme had their BP rechecked on a second visit. With regard to
our review, no previous paper had made a systematic review of the prevalence of hypertension in
community surveys based on BP readings on two vs. one visits. Our study and narrative review
also have limitations. First, the sample of our case study was fairly small. Yet, the sample is likely
sufficiently large to indicate the approximate magnitude of the estimates under study, and our review
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of the literature concurred with our results. Second, we did not assess the validity of the hypertension
diagnosis in persons in the screening programme treated for hypertension (some of whom might not
have been hypertensive in the first place, up to one-quarter in some studies [68]). Third, we did not
assess the impact of measuring BP on more than two visits in our screening programme. Fourth, we did
not assess the impact of using different combinations of BP readings at each visit (e.g., last two of three
readings, two readings, more readings) for the sake of simplicity and because these factors may have a
marginal impact as compared to differences in BP readings taken on several visits [11]. With regard to
our narrative review, we did not attempt to meta-analyse an overall estimate of the overestimation of
hypertension based on two vs. one visits, as the included epidemiological studies have used largely
different methods (definition of hypertension, number of BP readings per visit, participants eligible for
repeat visits, mean BP level in the underlying population, etc.).

5. Conclusions

In conclusion, our community screening programme and our narrative review re-emphasize that
the prevalence of hypertension in the underlying population is markedly lower when based on BP
readings measured on two vs. one visits. From an individual-based perspective, it is sometimes argued
that defining the diagnosis of hypertension based on a single visit can still be useful to avoid suspected
hypertension cases not coming back for confirmatory measurements and/or treatment on subsequent
days. In Tanzania, less than one-third of the newly identified hypertensive persons from a large
epidemiological survey attended at least one further medical visit during the next 12 months despite
being advised to do so, and in the Seychelles, only 20% of newly discovered hypertension cases from a
national population-based survey regularly took their prescribed medication after 12 months [44,45].
Whereas a low uptake of adequate BP management for a condition that generally shows no symptoms
is unfortunate (and needs to be addressed), a valid diagnosis of hypertension is important to avoid
unnecessary worries and treatment among false-positive cases (clinical perspective), as well as for
adequate surveillance of the prevalence of hypertension and related health policy (epidemiological
perspective). The validity of hypertension prevalence estimates in epidemiological studies could be
improved by measuring BP on a second visit (or, possibly, by taking additional BP readings at a first
visit) for all persons or for a random sample of persons with elevated BP and no treatment at the
first visit [5,47] or, at least, by attempting to quantify the possible overestimation of the prevalence
of hypertension in surveys in which BP was measured on one single visit based on estimates of the
relative reduction of the prevalence of hypertension from studies that have measured BP on more than
one visit [41,72].

Author Contributions: C.P. analysed the data and led the report writing; B.V. contributed to the study design,
data collection and revision of the draft; P.B. contributed to the study design, data analysis and report writing.
All authors have read and agreed to the published version of the manuscript.

Funding: This research received no external funding.

Acknowledgments: The authors thank Anna-Belle Cadeau, Gaynor Mangroo, Gina Michel, and Vanessa Lafortune
for their assistance in the data collection, and the ministry of health of the Seychelles for its continued support to
epidemiological research.

Conflicts of Interest: The authors declare no conflict of interest.

References

1. Collaborators GBDRF. Global, regional, and national comparative risk assessment of 84 behavioural,
environmental and occupational, and metabolic risks or clusters of risks for 195 countries and territories,
1990–2017: A systematic analysis for the Global Burden of Disease Study 2017. Lancet 2018, 392, 1923–1994.

2. Yusuf, S.; Joseph, P.; Rangarajan, S.; Islam, S.; Mente, A.; Hystad, P.; Brauer, M.; Kutty, V.R.; Gupta, R.;
Wielgosz, A.; et al. Modifiable risk factors, cardiovascular disease, and mortality in 155 722 individuals from
21 high-income, middle-income, and low-income countries (PURE): A prospective cohort study. Lancet 2020,
395, 795–808. [CrossRef]

http://dx.doi.org/10.1016/S0140-6736(19)32008-2


Int. J. Environ. Res. Public Health 2020, 17, 9395 11 of 14

3. Zhou, B.; Danaei, G.; A Stevens, G.; Bixby, H.; Taddei, C.; Carrillo-Larco, R.M.; Solomon, B.; Riley, L.M.;
Di Cesare, M.; Iurilli, M.L.C.; et al. Long-term and recent trends in hypertension awareness, treatment, and
control in 12 high-income countries: An analysis of 123 nationally representative surveys. Lancet 2019, 394,
639–651. [CrossRef]

4. Noncommunicable Diseases Country Profiles 2018; CC BY-NC-SA 3.0 IGO ed.; World Health Organization:
Geneva, Switzerland, 2018.

5. Chiolero, A.; Witteman, J.C.; Viswanathan, B.; William, J.; Bovet, P. No further decrease in blood pressure
when the interval between readings exceeds one hour. Blood Press. Monit. 2008, 13, 85–89. [CrossRef]
[PubMed]

6. Piper, M.A.; Evans, C.V.; Burda, B.U.; Margolis, K.L.; O’Connor, E.; Whitlock, E.P. Diagnostic and Predictive
Accuracy of Blood Pressure Screening Methods with Consideration of Rescreening Intervals: A Systematic
Review for the U.S. Preventive Services Task Force. Ann. Intern. Med. 2015, 162, 192–204. [CrossRef]
[PubMed]

7. Program NHBPE. The Seventh Report of the Joint National Committee on Prevention, Detection, Evaluation, and
Treatment of High Blood Pressure; Aug. Report No. 04-5230; National Heart, Lung, and Blood Institute (US):
Bethesda, MD, USA, 2004.

8. Williams, B.; Mancia, G.; Spiering, W.; Agabiti Rosei, E.; Azizi, M.; Burnier, M.; Kahan, T. 2018 ESC/ESH
Guidelines for the management of arterial hypertension. Eur. Heart J. 2018, 39, 3021–3104. [CrossRef]

9. Unger, T.; Borghi, C.; Charchar, F.; Khan, N.A.; Poulter, N.R.; Prabhakaran, D.; Wainford, R.D. International
Society of Hypertension global hypertension practice guidelines. J. Hypertens. 2020, 38, 982–1004. [CrossRef]

10. Dunne, J.F. Variation of blood-pressure in untreated hypertensive outpatients. Lancet 1969, 1, 391–392.
[CrossRef]

11. Birkett, N.J. The effect of alternative criteria for hypertension on estimates of prevalence and control.
J. Hypertens. 1997, 15, 237–244. [CrossRef]

12. Liu, Y.-L.; Mi, Y.-J.; Zhang, B.; Wang, H.-J.; Yu, J.; Pan, X.-B.; Wang, C.; Tian, Q.-B. The impact of hypertension
definition based on two-visit strategy on estimate of hypertension burden: Results from the China Health
and Nutrition Survey 1989-2011. J. Epidemiol. 2020. Online ahead of print. [CrossRef]

13. WHO. WHO STEPwise Approach to Noncommunicable Disease Risk Factor Surveillance; World Health
Organization: Geneva, Switzerland, 2017.

14. May Measurement Month. Available online: https://maymeasure.com (accessed on 5 April 2020).
15. Kearney, P.M.; Whelton, M.; Reynolds, K.; Whelton, P.K.; He, J. Worldwide prevalence of hypertension:

A systematic review. J. Hypertens. 2004, 22, 11–19. [CrossRef] [PubMed]
16. Pereira, M.; Lunet, N.; Azevedo, A.; Barros, H. Differences in prevalence, awareness, treatment and control

of hypertension between developing and developed countries. J. Hypertens. 2009, 27, 963–975. [CrossRef]
[PubMed]

17. Beaney, T.; Burrell, L.M.; Castillo, R.R.; Charchar, F.J.; Cro, S.; Damasceno, A.; Schlaich, M.P. May Measurement
Month 2018: A pragmatic global screening campaign to raise awareness of blood pressure by the International
Society of Hypertension. Eur. Heart J. 2019, 40, 2006–2017. [CrossRef]

18. Beaney, T.; Schutte, A.E.; Stergiou, G.S.; Borghi, C.; Burger, D.; Charchar, F.; Cro, S.; Diaz, A.; Damasceno, A.;
Espeche, W.; et al. May Measurement Month 2019: The Global Blood Pressure Screening Campaign of the
International Society of Hypertension. Hypertension 2020, 76, 333–341. [CrossRef] [PubMed]

19. American Diabetes Association 2. Classification and Diagnosis of Diabetes. Diabetes Care 2014, 38, S8–S16.
20. Chahine, M.N.; Topouchian, J.; Blacher, J.; Assemani, N.; Asmar, R.; Ibañez, I.; Agnoletti, D.; Youssef, A.

Validation of four devices: Omron M6 Comfort, Omron HEM-7420, Withings BP-800, and Polygreen KP-7670
for home blood pressure measurement according to the European Society of Hypertension International
Protocol. Vasc. Health Risk Manag. 2014, 10, 33–44. [CrossRef]

21. Howes, L.G.; Reid, C.; Bendle, R.; Weaving, J. The prevalence of isolated systolic hypertension in patients
60 years of age and over attending Australian general practitioners. Blood Press. 1998, 7, 139–143.

22. Talleruphuus, U.; Bang, L.E.; Wiinberg, N.; Mehlsen, J.; Svendsen, T.L.; Bentzon, M.W. Isolated systolic
hypertension in an elderly Danish population. Prevalence and daytime ambulatory blood pressure.
Blood Press. 2006, 15, 347–353. [CrossRef]

http://dx.doi.org/10.1016/S0140-6736(19)31145-6
http://dx.doi.org/10.1097/MBP.0b013e3282f3fb1b
http://www.ncbi.nlm.nih.gov/pubmed/18347442
http://dx.doi.org/10.7326/M14-1539
http://www.ncbi.nlm.nih.gov/pubmed/25531400
http://dx.doi.org/10.1093/eurheartj/ehy339
http://dx.doi.org/10.1097/HJH.0000000000002453
http://dx.doi.org/10.1016/S0140-6736(69)91356-7
http://dx.doi.org/10.1097/00004872-199715030-00004
http://dx.doi.org/10.2188/jea.JE20190163
https://maymeasure.com
http://dx.doi.org/10.1097/00004872-200401000-00003
http://www.ncbi.nlm.nih.gov/pubmed/15106785
http://dx.doi.org/10.1097/HJH.0b013e3283282f65
http://www.ncbi.nlm.nih.gov/pubmed/19402221
http://dx.doi.org/10.1093/eurheartj/ehz300
http://dx.doi.org/10.1161/HYPERTENSIONAHA.120.14874
http://www.ncbi.nlm.nih.gov/pubmed/32419505
http://dx.doi.org/10.2147/VHRM.S53968
http://dx.doi.org/10.1080/08037050601103885


Int. J. Environ. Res. Public Health 2020, 17, 9395 12 of 14

23. van der Sande, M.A.; Bailey, R.; Faal, H.; Banya, W.A.; Dolin, P.; Nyan, O.A.; Ceesay, S.M.; Walraven, G.E.L.;
Johnson, G.J.; McAdam, K.P.W.J.; et al. Nationwide prevalence study of hypertension and related
non-communicable diseases in The Gambia. Trop. Med. Int. Health 1997, 2, 1039–1048. [CrossRef]

24. Hartley, R.M.; Velez, R.; Morris, R.W.; D’Souza, M.F.; Heller, R.F. Confirming the diagnosis of mild
hypertension. Br. Med. J. 1983, 286, 287–289. [CrossRef]

25. Birkett, N.J.; Donner, A.P.; Maynard, M.D. Assessing hypertension control in the community: The need for
follow-up measurements to ensure clinical relevance. Can. Med. Assoc. J. 1987, 136, 595–600.

26. Birkett, N.; Donner, A.; Maynard, M. Prevalence and control of hypertension in an Ontario county. Can. Med.
Assoc. J. 1985, 132, 1019–1024. [PubMed]

27. Burt, V.L.; Cutler, J.A.; Higgins, M.; Horan, M.J.; Labarthe, D.; Whelton, P.; Brown, C.; Roccella, E.J. Trends in
the prevalence, awareness, treatment, and control of hypertension in the adult US population. Data from the
health examination surveys, 1960 to 1991. Hypertension 1995, 26, 60–69. [CrossRef] [PubMed]

28. Qureshi, N.N.; Hatcher, J.; Chaturvedi, N.; Jafar, T.H. Effect of general practitioner education on adherence to
antihypertensive drugs: Cluster randomised controlled trial. BMJ 2007, 335, 1030. [CrossRef] [PubMed]

29. Untreated Mild Hypertension. A report by the Management Committee of the Australian Therapeutic Trial
in Mild Hypertension. Lancet 1982, 1, 185–191.

30. Habbal, R.; Ayoubi, H.; Mchakra-Tahiri, S.; A Tahiri, A.; Chraibi, N. [Frequency of improper diagnosis of
hypertension]. Arch. Mal. Coeur Vaiss. 1998, 91, 971–974.

31. Yadav, G.; Chaturvedi, S.; Grover, V.L. Prevalence, awareness, treatment and control of hypertension among
the elderly in a resettlement colony of Delhi. Indian Hear. J. 2009, 60, 313–317.

32. Fogari, R.; Corradi, L.; Zoppi, A.; Lusardi, P.; Poletti, L. Repeated office blood pressure controls reduce
the prevalence of white-coat hypertension and detect a group of white-coat normotensive patients.
Blood Press. Monit. 1996, 1, 51–54.

33. Clara, J.G.; De Macedo, M.E.; Pego, M. Prevalence of isolated systolic hypertension in the population over
55 years old. Results from a national study. Rev. Port. Cardiol. 2007, 26, 11–18.

34. Inamo, J.; Malfatti, S.; Lang, T.; Atallah, A.; Inamo, A.; Larabi, L.; De Gaudemaris, R. [Arterial hypertension
in the French Caribbean regions: Gender related differences]. Arch. Mal. Coeur Vaiss. 2005, 98, 845–849.
[CrossRef]

35. Inamo, J.; Lang, T.; Atallah, A.; Inamo, A.; Larabi, L.; Chatellier, G.; De Gaudemaris, R. Prevalence and
therapeutic control of hypertension in French Caribbean regions. J. Hypertens. 2005, 23, 1341–1346. [CrossRef]
[PubMed]

36. Lang, T.; de Gaudemaris, R.; Chatellier, G.; Hamici, L.; Diene, E.; Epidemiology Group of the Societe Francaise
d’Hypertension A. Prevalence and therapeutic control of hypertension in 30,000 subjects in the workplace.
Hypertension 2001, 38, 449–454. [CrossRef] [PubMed]

37. Atallah, A.; Kelly-Irving, M.; Ruidavets, J.-B.; de Gaudemaris Rg Inamo, J.; Lang, T. Prévalence et prise en
charge de l’hypertension artérielle en Guadeloupe, France. Bull. Epidemiol. Hebd. 2008, 49–50, 486–489.

38. Modesti, P.A.; Rapi, S.; Bamoshmoosh, M.; Baldereschi, M.; Massetti, L.; Padeletti, L.; Gensini, G.F.; Zhao, D.;
Al-Hidabi, D.; Al Goshae, H. Impact of one or two visits strategy on hypertension burden estimation in
HYDY, a population-based cross-sectional study: Implications for healthcare resource allocation decision
making. BMJ Open 2012, 2, e001062. [CrossRef]

39. Markovic, N.; Olomu, I.N.; Bunker, C.H.; Huston, S.L.; Ukoli, F.A.M.; Kuller, L.H. Adequacy of a Single Visit
for Classification of Hypertensive Status in a Nigerian Civil Servant Population. Int. J. Epidemiol. 1994, 23,
723–729. [CrossRef]

40. Pierce, L.; Shannon, A.; Sonnenfeld, J.; Pearlmutter, M.; Previl, H.; E Forrester, J. Hypertension prevalence
and knowledge assessment in rural Haiti. Ethn. Dis. 2014, 24, 213–219.

41. Figueiredo, D.; Azevedo, A.; Pereira, M.; De Barros, H. Definition of hypertension: The impact of number of
visits for blood pressure measurement. Rev. Port. Cardiol. 2009, 28, 775–783.

42. Bovet, P.; Gervasoni, J.P.; Ross, A.G.; Mkamba, M.; Mtasiwa, D.M.; Lengeler, C.; Burnier, M.; Paccaud, F.
Assessing the prevalence of hypertension in populations: Are we doing it right? J. Hypertens. 2003, 21,
509–517. [CrossRef]

43. Lai, M.; Tong, H.; Wan, Y.; Wang, W.-Y.; Su, H. The variance of hypertension prevalence detected by
epidemiological survey against clinical practice: Data from a rural population in South China. J. Am.
Soc. Hypertens. 2018, 12, e103–e106. [CrossRef]

http://dx.doi.org/10.1046/j.1365-3156.1997.d01-184.x
http://dx.doi.org/10.1136/bmj.286.6361.287
http://www.ncbi.nlm.nih.gov/pubmed/3986726
http://dx.doi.org/10.1161/01.HYP.26.1.60
http://www.ncbi.nlm.nih.gov/pubmed/7607734
http://dx.doi.org/10.1136/bmj.39360.617986.AE
http://www.ncbi.nlm.nih.gov/pubmed/17991935
http://dx.doi.org/10.1097/01.hjh.0000177374.32079.4e
http://dx.doi.org/10.1097/01.hjh.0000173515.83481.d4
http://www.ncbi.nlm.nih.gov/pubmed/15942455
http://dx.doi.org/10.1161/01.HYP.38.3.449
http://www.ncbi.nlm.nih.gov/pubmed/11566921
http://dx.doi.org/10.1136/bmjopen-2012-001062
http://dx.doi.org/10.1093/ije/23.4.723
http://dx.doi.org/10.1097/00004872-200303000-00016
http://dx.doi.org/10.1016/j.jash.2018.11.006


Int. J. Environ. Res. Public Health 2020, 17, 9395 13 of 14

44. Bovet, P.; Burnier, M.; Madeleine, G.; Waeber, B.; Paccaud, F. Monitoring one-year compliance to
antihypertension medication in the Seychelles. Bull. World Health Organ. 2002, 80, 33–39.

45. Bovet, P.; Gervasoni, J.-P.; Mkamba, M.; Balampama, M.P.; Lengeler, C.; Paccaud, F. Low utilization of
health care services following screening for hypertension in Dar es Salaam (Tanzania): A prospective
population-based study. BMC Public Health 2008, 8, 407. [CrossRef] [PubMed]

46. Dyal, N.; Dolovich, L. Assessment of a hypertension screening and education intervention in Charlestown,
Guyana. Can. Pharm. J. Rev. Pharm. Can. 2015, 149, 46–53. [CrossRef] [PubMed]

47. Brueren, M.M.; Petri, H.; Van Weel, C.; Van Ree, J.W. How many measurements are necessary in diagnosing
mild to moderate hypertension? Fam. Pr. 1997, 14, 130–135. [CrossRef]

48. Doulougou, B.; Kouanda, S.; Ouédraogo, G.H.; Meda, B.I.; Bado, A.; Zunzunegui, M.V. Awareness, treatment,
control of hypertension and utilization of health care services following screening in the North-central region
of Burkina Faso. Pan Afr. Med. J. 2014, 19, 259. [CrossRef] [PubMed]

49. Dorobantu, M.; Tautu, O.F.; Dimulescu, D.; Sinescu, C.; Gusbeth-Tatomir, P.; Arsenescu-Georgescu, C.;
Florin, M.; Daniel, M.; Calin, P.; Katilin, B.; et al. Perspectives on hypertension’s prevalence, treatment and
control in a high cardiovascular risk East European country: Data from the SEPHAR III survey. J. Hypertens.
2018, 36, 690–700. [CrossRef] [PubMed]

50. Kuznetsova, T.; Staessen, J.A.; Kawecka-Jaszcz, K.; Babeanu, S.; Casiglia, E.; Filipovsky, J.; Nachev, C.;
Nikitin, Y.; Peleskã, J.; O’brien, E. Quality control of the blood pressure phenotype in the European Project
on Genes in Hypertension. Blood Press. Monit. 2002, 7, 215–224. [CrossRef]

51. Stergiou, G.S.; Thomopoulou, G.C.; Skeva, I.I.; Mountokalakis, T.D. Prevalence, awareness, treatment,
and control of hypertension in Greece: The Didima study. Am. J. Hypertens. 1999, 12, 959–965. [CrossRef]

52. Zdrojewski, T.; Wyrzykowski, B.; Szczech, R.; Wierucki, L.; Naruszewicz, M.; Narkiewicz, K.;
Zarzeczna-Baran, M. Epidemiology and prevention of arterial hypertension in Poland. Blood Press. 2010, 14,
10–16. [CrossRef]

53. Gill, P.; Haque, M.S.; Martin, U.; Mant, J.; Mohammed, M.A.; Heer, G.; Johal, A.; Kaur, R.; Schwartz, C.L.;
Wood, S.; et al. Measurement of blood pressure for the diagnosis and management of hypertension in
different ethnic groups: One size fits all. BMC Cardiovasc. Disord. 2017, 17, 55. [CrossRef]

54. Polonia, J.; Martins, L.; Pinto, F.; Nazare, J. Prevalence, awareness, treatment and control of hypertension
and salt intake in Portugal: Changes over a decade. The PHYSA study. J. Hypertens. 2014, 32, 1211–1221.
[CrossRef]

55. Efstratopoulos, A.D.; Voyaki, S.M.; Baltas, A.A.; Vratsistas, F.A.; Kirlas, D.-E.P.; Kontoyannis, J.T.;
Sakellariou, J.G.; Triantaphyllou, G.B.; Alokrios, G.A.; Lianas, D.N. Prevalence, Awareness, Treatment
and Control of Hypertension in Hellas, GreeceThe Hypertension Study in General Practice in Hellas
(HYPERTENSHELL) National Study. Am. J. Hypertens. 2006, 19, 53–60. [CrossRef] [PubMed]

56. Ye, S.; Wang, Y.C.; Shimbo, D.; Newman, J.D.; Levitan, E.B.; Muntner, P. Effect of change in systolic blood
pressure between clinic visits on estimated 10-year cardiovascular disease risk. J. Am. Soc. Hypertens. 2014, 8,
159–165. [CrossRef] [PubMed]

57. Wolf-Maier, K.; Cooper, R.S.; Banegas, J.R.; Giampaoli, S.; Hense, H.-W.; Joffres, M.; Kastarinen, M.; Poulter, N.;
Primatesta, P.; Rodríguez-Artalejo, F.; et al. Hypertension Prevalence and Blood Pressure Levels in 6 European
Countries, Canada, and the United States. JAMA 2003, 289, 2363–2369. [CrossRef] [PubMed]

58. Triantafyllou, A.; Douma, S.; Petidis, K.; Doumas, M.; Panagopoulou, E.; Pyrpasopoulou, A.; Tsotoulidis, S.;
Zamboulis, C. Prevalence, awareness, treatment and control of hypertension in an elderly population in
Greece. Rural Remote Health 2010, 10, 1225. [PubMed]

59. Stafylas, P.; Georgianos, P.; Gousopoulos, S.; Zouka, M.; Haidich, A.-B.; Zebekakis, P.; Lasaridis, A.;
Nikolaidis, P.; Tziolas, I.; Papoulidou, F.; et al. Prevalence, awareness, treatment and control of hypertension
in Greek employees. The Cardiovascular risk in Greek (CARING) Employees Study. Arter. Hypertens. 2011,
20, 125–133.

60. Zdrojewski, T.; Rutkowski, M.; Bandosz, P.; Gaciong, Z.; Jędrzejczyk, T.; Solnica, B.; Pencina, M.; Drygas, W.;
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