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Hypertension in the Asian Pacific: The Problem and the Solution

Summary
Cardiovascular and cerebrovascular diseases are the most common cause of death in the developed world and causes major morbidity.

These diseases impose a major burden on the individual, family, community and governments.

This burden is social and economic.

Hypertension and non-optimal blood pressure levels are the most important contributors to cardio- and cerebro-vascular disease.

Hypertension is common in the Asian Pacific region with prevalence similar to that in developed countries.

Hypertension can be treated and this reduces the mortality and complication rates.

Programs can be devised to detect, start and maintain treatment of hypertension.

These programs are cost effective and can reduce the economic and social burden.

Institution of drug therapy needs to be based on the patient’s cardiovascular risk profile.. 

Treatment should consider and treat all risk factors.

Many people have an elevation of blood pressure that worsens prognosis but is below the level at which drug treatment would be started. Lifestyle changes will benefit these people.

The requirement is to improve the risk profile of the entire community.

Most risk factors (blood pressure, obesity, diabetes, cholesterol, and smoking) can be reduced by lifestyle interventions. 

For blood pressure reduction this involves dietary reduction of salt intake and an increase in potassium intake coupled with obesity reduction and increased activity.

Successful implementation would reduce the social and economic burden of blood pressure related damage.

Implementation requires education of the individual, the community, the food industry, the government, the medical and the health service profession.

Implementation may require Government legislation or regulation.

Only with an integrative program involving all sections of the community can the epidemic of cardiovascular disease be overcome.

Governments need to act now introducing programs to prevent, detect and treat elevated blood pressure

This meeting was organised and funded by the Asian Pacific Society of Hypertension and the International Society of Hypertension with the help of an educational grant from Novartis.  

Overview of the Workshop on Hypertension in the Asian Pacific Region

The Problem and the Solution

Non optimal blood pressure is common in the Asian Pacific region but the arbitrary definition of “Hypertension or Not” seriously underestimates the contribution of elevated blood pressure to cardiovascular disease.  The prevalence of hypertension is relatively similar (20 to 35%) across the region and in most countries rural and urban dwellers now have a similar prevalence.  There are marked differences in the percentage of the population who are aware that they have elevated blood pressure, the percentage that are treated and the percentage controlled.  In countries with active education programs these figures are improving.

The economic impact of hypertension and its complications is enormous.  Non optimal blood pressure is responsible for 14% of deaths worldwide.  In 2001 the direct global health costs were estimated to be more than $400 billion USD.  The real costs are much higher with disruption of work, family life and social breakdown.  In the poorest countries the costs are borne mainly by the individual and family.  Substantial further costs are those of the complications and their management (stroke, heart attack).  With treatment the incidence of these can be reduced and the costs of treatment are justified and paid by the improvement in outcome and a reduction in the cost of medical management of complications.  If we achieved optimal blood pressure in the global population that does not have cardiovascular disease, it is estimated that more than a trillion USD would be saved.

The traditional medical model has improved outcomes but has not averted or solved this problem and probably cannot.  Combined approaches are essential. These approaches are prevention which is feasible together with delivery of simple safe and inexpensive therapy to the population at higher risk without the necessity for high cost patient assessment.  One approach is the polypill (though what its composition should be can be debated), which could be given to all people at high risk as assessed by simple tests.  Treatment should be directed at the multiple risk factors that cause vascular disease.   WHO-ISH have published an approach based on this type of assessment (though not necessarily with the polypill).

Preventative programs need to be multifaceted both in intervention and delivery.  Reduction of salt intake to 50% of its present level would prevent 2.5 million strokes each year.  This should be coupled with increased potassium intake, reduction in energy consumption (in most countries), reduction in saturated fat intake, increased fruit and vegetable intake and increased physical activity.  It is the combination of these that would be most effective reducing blood pressure, obesity, elevated cholesterol and diabetes leading to great improvement in cardiovascular outcomes.  

The implementation of such a program also needs to be multifaceted.  Education of the individual alone is not sufficient as it is too difficult to follow instructions.  The community and its leaders, the food industry and the government all need to be involved making access to the appropriate foods readily available, encouraging physical activity and making the appropriate life style the common choice.  To achieve this will involve education of individuals, health professionals, food industry and governments and may need to be backed up by appropriate government legislation.  However legislation alone would almost certainly not work and must be coupled with educational approaches. Likewise education alone is unlikely to work and may require legislation  Change can be achieved and morbidity and mortality improved as shown in Japan and starting to be observed in the United Kingdom.  

The above approach does not however solve the immediate need and possibly never will. Thus at present it is essential that we detect people at increased risk of cardiovascular death and blood pressure measurement is probably the most important tool. Blood pressure should be measured at the place of first contact with the health system. This should be coupled with an assessment of obesity (waist hip and BMI) and if available with simple urine and plasma biochemistry measurements (urine albumen, urine microalbumen, blood glucose, creatinine and cholesterol). If the risk is above a certain value which will vary depending on the economic circumstances of the individual, the society and the country, treatment must be instituted. This should consist of proper lifestyle and dietary intervention (similar to the primary preventative measures) followed by simple safe drug therapy if the advice is not followed or goals are not achieved. The drug chosen should be as safe as possible and must be within the affordability of the patient and their family. Other risk factors must be treated contemporaneously. Many of these involve lifestyle modification (smoking cessation, weight reduction). Cholesterol can be reduced by simple, safe drug therapy and probably drug therapy should be used in all high risk patients possible even without measuring cholesterol.
Once treatment is started it is important to ensure that it is maintained. This requires education of the patient and family and provision of medication at an affordable cost. It is ideal to reach goal but in an impoverished country or family the greatest benefit is achieved by identification of the increased blood pressure and implementation of some treatment.
Medical and health professionals have a key role. They have a role at present to detect elevated blood pressure, to initiate and continue therapy and to achieve target goal.  This needs to be associated with an awareness of the other risk factors that need to be managed and the barriers to patients continuing treatment.  Successful approaches to achieve some of these aims have been implemented in a number of countries.  However the more important role for Physicians may be as “FACILITATORS FOR CHANGE”.  This is a role outside the traditional medical model but will probably have greater benefits than the traditional role.  

Governments need to act now. They need to introduce and support programs aimed at the primary prevention of hypertension and optimization of blood pressure together with improvement of all cardiovascular risk factors. In hypertension the key to success is reduction of salt intake and increase in potassium intake. While primary prevention is ideal the benefits will take time to be achieved. Thus programs are needed to detect hypertension and to institute treatment aimed at reducing blood pressure and the other cardiovascular risk factors. Medications need to be provided at an affordable cost. The evidence is present that the above must be done. The ideal way to achieve success is not known and the models developed will differ between countries. Action is needed now.

Proceedings of the Workshop on Hypertension in the Asian Pacific Region
The Problem and the Solution

Dr Bruce Neal from the George Institute in Sydney, Australia, reviewed the prevalence of hypertension and cardiovascular disease in the region, and some of the changes that have and may occur.  In 1990, 28% of all global deaths were due to cardiovascular disease and it is projected that this will rise to 37% by 2020.  The pattern between the developed and developing world will change.  At present 65% of cardiovascular deaths are already in the developing world and this will increase to 76% of all global cardiovascular deaths by 2020. In the developing world, cardiovascular deaths will increase from 23% to35 % of all deaths while in the developed world the percentage of deaths from cardiovascular disease will remain approximately static at 45%. The number of strokes over this period is expected to rise from 4.4 to 7.7 million and half of this increase is due to deaths in India and China.

Hypertension and non-optimal blood pressure levels are the leading cause of death and non-optimal blood pressure is the third major cause of total disease burden (DALYS) after underweight and unsafe sex.  Blood pressure levels that are not at present diagnosed as hypertension contribution significantly to this burden.  Thus hypertension accounts for one third of stroke but non optimal BP levels increase the contribution to two thirds.  Likewise hypertension accounts for one fifth of heart attacks while non-optimal BP accounts for half.  
At present in south-East Asia there are a number of regions with a mean Systolic BP < 126mmHg.  In the region the prevalence of hypertension is relatively similar across most countries with the percentage in males ranging from 23 to 32% with Japan and Mongolia having levels of 41 and 47% respectively.  In women the prevalence shows some differences with a range from 11 to 34%.  In most countries hypertension is more prevalent in women than in men.  However in Australia, Malaysia, Thailand and China, the prevalence is similar.  The prevalence has increased with time in some countries but overall in most parts of Asia this has probably reached a plateau.  

While hypertension and non optimal blood pressure may have a relatively similar prevalence between countries the patterns of death differ.  The proportion of deaths due to strokes ranges from 7 to 17% of all deaths and from 17 to 55% of all cardiovascular deaths.  A significant number of the extra deaths from stroke in countries with high proportions of deaths from cerebrovascular disease are due to hemorrhagic stroke.  The reasons for the differences are not certain.  Elevated blood pressure has a different effect on the different outcomes.  Thus the increase in relative risk for a 10mmHg higher systolic blood pressure is 2.12 for ischemic heart disease, 3.39 for ischemic stroke and 5.16 for hemorrhagic stroke.  

The challenge is not to treat hypertension as this misses many people at risk.  The challenge is to reduce the mean blood pressure of the population.  Data suggests that in certain parts of China this could be achieved by reducing the sodium chloride (salt) intake by substitution with potassium salts.  This reduction in blood pressure would probably lead to reduction in hemorrhagic strokes that are common in that region.
Dr Neal’s overall conclusions were that hypertension was an outmoded approach and that we needed to understand the continuum of the problem in terms of non-optimal blood pressure.  We need to understand why there are different morbidity and mortality between countries.  If we can understand these there is an enormous gain to be made by intervention programs to reduce multiple risk factors and reduce cardiovascular morbidity and death.  

Dr Piyamitr Sritra from Thailand reported on a cross section study performed on 39,920 participants in 2003-2004 in people between 15-80 years.  The prevalence of hypertension (defined as BP>140/90 ) in men (23.3%) and women (20.9%) were similar with an increased prevalence (>50%) in people over 65 years.  A major finding was that over 70% of people did not know that they had hypertension; 5% knew that they had hypertension but were not treated; 15% were treated but not controlled, and only about 9% were treated and controlled.  Thus in additional to primary prevention, the challenge in this country is to detect people who have hypertension and ensure that treatment is initiated and maintained.
Dr Rashid Rahman from Malaysia reviewed the two national household cross sectional surveys performed in 1996 and 2006.  In the most recent survey in people over 18 years, the prevalence in males and females did not differ (33.3%, 31.0%).  Hypertension was more prevalent in rural (36.9%) than in urban population (29.3%) which was different to the 1996 survey when the prevalence was similar.   For people over the age of 30, the prevalence rose to 42.6%.  36% of the people were aware that they had elevated blood pressure and of these 88% were on treatment though only 26% were adequately controlled.  
Compared to the previous survey there were certain differences.  In people over 30 years the prevalence had increased by 30% (33% to 43%).  A slightly greater number of people were aware that they had hypertension (33% to36%), but the most important fact was that 88% of those aware that they had high blood pressure were now being treated compared with 23% in the 1996 survey.  In the previous survey more women than men had hypertension but this difference was not present on this occasion.

There were differences between the races with Malaysians having more hypertension than Chinese and Indians having the lowest prevalence.  Control of blood pressure was not as good in the Malay population as the other two groups.  Projections indicated that the number of hypertensive patients will rise from 3.5 to 8.1 million between 2002 and 2020 in people over 30 years.  This is an increase from 39 to 68% of the population. It was predicted that diabetes would increase in the same time from 0.8 to 1.6 million or a prevalence of 9.5 to 13.1%. The prevalence of diabetes had already exceeded this 2020 goal by 2006 at 14.9%. Thus in Malaysia, it would appear that a plateau has not been reached and that plans need to be devised to reduce the prevalence of  elevated blood pressure and other risk factors and to implement programs to ensure that people with hypertension are detected, are treated and are adequately controlled.

Dr Arieska Ann Soenarta presented data from Indonesia which was collected from different sources.  The household survey performed in 2004 showed an overall prevalence of hypertension of 12.2% for males and 15.5% for females.  In this survey reflecting the demographics of the population, approximately 45% of the population were less than 35 years and half of these were between 15 and 25.  The prevalence of hypertension was low in these two groups.  Prevalence increased with age, reaching 29% in people over 65.  The mean systolic BP of males was 131.7 and of females 131.4 mmHg.  There were no differences between the urban and rural populations’ BP for people under 25.  Data from the Monica study from 1988, 1993 and 2000 showed that there had been an improvement in the number of detected hypertensive patients who were treated (51% to 79%) and adequate treatment had increased from 10 to 31 to 40%.  The average blood pressure of the population in Indonesia is close to an acceptable range but this may be biased due to the population demographics.  However Indonesia at present appears to have a lower prevalence than the neighbouring countries.  The aim here in addition to treating people with established hypertension should probably focus on preventing a general population rise in blood pressure.
Dr Dong Zhao from China reviewed the results of surveys from 1991 and 2002.  The prevalence of hypertension in men had increased from 15 to 20% and in women from 13 to 18%.  The increases were similar in the different age groups.  The magnitude of the problem is illustrated that there is a new hypertensive patient in China every 5 seconds, or 11 an hour and 15,000 a day.  

During this period the number of strokes increased from 130/100,000 to 198/100,000.  The increase in ischemic strokes was from 68 to 146/100,000.  This increase is a 52% increase in overall stroke.  It appears that the incidence may have plateaued between 1998 and 2002 but this awaits confirmation.  If we take a baseline of 1,000,000 strokes in 1990 the number of strokes with no alteration in the incidence will reach 4,000,000 by 2030 due to the aging of the population.  If there is a 1% increase in stroke, there will be 6 million by that time.  To maintain the stroke numbers at the same total numbers requires a 2% reduction in stroke incidence.  This would be achieved if the BP can be reduced by 1.7 mmHg.  This reduction of  blood pressure in a population can be readily achieved by lifestyle measures.  The incidence of cardiovascular deaths in 1985 was 21/100,000 and this rose to 45/100,000 in 2005.  This figure is still well below that in the western world and is much lower than the stroke mortality.  However in Beijing it is projected that coronary heart disease will increase from 1999 to 2010 by 56% in males and by 86% in females.  If we take the various risk factors and were able to reduce them all by 5% the greatest benefit for coronary heart disease prevention is reduction of BP and reduction of cholesterol which both give approximately a 17% decrease in coronary heart disease.  
In China 27% of males and 33% of females are aware that they have hypertension.  22% of males and 28% of females are treated; control is achieved in 5.6% and 6.5% respectively.  Thus the problem in China is major. Significant improvement would be obtained by primary intervention but also by detection and control of hypertension.
Dr Il Suh from Korea presented data from  Korea and the region illustrating the importance of “prehypertension” as defined in NJC7 or nonoptimal blood pressure levels.  The Asia Pacific Cohort Studies Collaboration confirmed the continuous variability of stroke and ischemic heart disease with blood pressure at all ages though there were differences in the slopes and some differences between Asia, Australia and New Zealand.  The hazard ratios taking systolic blood pressure less than 120 as 1.00 were 1.36, 1.96 and 3.26 for prehypertension, stage 1 and stage 2 hypertension respectively.  When corrected for the number of people in each group, the percentage of cardiovascular deaths in the four groups were 10.6% (normotension), 24.5%, 28.2% and 36.8% respectively.  Thus prehypertension contributed about one quarter of the deaths. 
Data was presented from a study of 73,000 people from Korea.  The hazard ratios for the four groups as classified above were 1.00, 2.21, 4.33 and 9.73.  Thus there appeared to be a steeper relationship in Korea between blood pressure and events.  When corrected for the numbers in each group, the cardiovascular deaths were 9.3%, 33.4%, 32.6% and 24.4% respectively.  In Korea the annual number of cardiovascular deaths which are 25% of the total was 58,000.  Eight thousand of these were in normotensives, 16,000 in prehypertensives and 34,000 in hypertensives.  Thus lowering the blood pressure in prehypertensives to the normal range has the ability to save 8,000 lives annually.  In the prehypertensive group, as in the hypertensive groups, the number of associated risk factors worsened the outcome.  If no other risk factors, the odds ratio is 1.25 rising to 1.91 (1 factor), 2.62 (2 factors) and 5.25 (3 factors).  This emphasizes the importance of holistic management of an individual and also of a community.  It is inappropriate to concentrate on only one factor.  Thus measures that reduce the level of blood pressure in the community have the potential to improve outcome in the hypertensive population and also in the prehypertensive population who otherwise would not be treated.
Dr Low Lip Ping presented data from Singapore reviewing the prevalence of hypertension and the steps undertaken to improve the management of elevated blood pressure. Using the previous definition of hypertension (BP> 160/90) in 1975 the prevalence was 14%. In 2004 using the present value (BP>140/90) the prevalence was 20%. The age standardized prevalence increased from 1992 to 1998 but has decreased between 1998 and 2004 in both genders and in all three ethnic groups. Importantly there had been a significant decrease in people with undiagnosed hypertension and diabetes. The percentage and number of people aware that they had elevated blood pressure had increased and there was a marked increase in people on therapy and adequately controlled. This improvement had been achieved by using health education programs, health screening at the work place and by voluntary agencies. There had also been the development of National guidelines for hypertension management which included lifestyle and dietary recommendation. Obesity management programmes had been instituted in schools and the workplace. This is part of a management strategy aimed at reducing chronic diseases with a focus on hypertension, diabetes, dyslipidaemia and stroke. Singapore has a MEDISAVE scheme which was aimed at providing health coverage for chronic disorders and hospitalization. To encourage patients to undertake chronic treatment the benefits of this has been extended to cover outpatient charges and medications for chronic disorders. It is difficult to be certain which of the above has help in the improved compliance and control but it is believed that the last is important by reducing the financial burden on a patient and their family 

Dr Gaziano from the USA discussed the cost of hypertension in the developed, developing and the impoverished world.  He emphasized the social and family costs of the disease which are hard to quantify in economic terms but are an important outcome of suboptimal blood pressure levels.  In the impoverished world, the burden of costs is borne by the individual and family as there is frequently no adequate medical structure to treat the complications.  As the countries’ situation improves economically, medical help is provided to people who suffer major problems such as stroke, heart attacks and cardiac failure.  Now the costs to Governments start to increase.

The next stage is an attempt to start to prevent the complications by instituting treatment of individuals at high risk.  This has an important gain to the individual but initially has little impact on the total problem.  Treatment is then extended to a wider range of people and now there does seem to be some impact on the outcome and total health costs may start to come down because the costs of treatment are saved by a reduction in the number and severity of events.  This strategy will however still miss reducing the risk in a large number of people and better intervention strategies are required.

Lifestyle interventions (diet and activity) would almost certainly reduce blood pressure, obesity, diabetes and cholesterol with a subsequent reduction in cardiovascular complications.  Smoking should also be reduced or abandoned.  This approach should be done across the entire community.  The problem is the will of governments, communities and individuals to introduce these measures.  

A different approach is to identify by simple tests people above a certain degree of risk and give them all medication possible in the form of a polypill (though the constituents can be debated) which is safe, inexpensive, requires minimal follow up and can be readily dispensed.  This has the potential to deliver downstream savings more quickly than the present high technology approach which is inappropriate for many countries.  

These approaches are not exclusive of each other but should be integrated.  It is important to remember that it is not only non optimal blood pressure levels that need to be corrected but also the other determinants of adverse cardiovascular outcomes.  
.

Graham Macgregor from the United Kingdom reviewed the evidence that salt in excess, particularly in association with a reduced intake of potassium, is the most important contributor to blood pressure elevation in our society. Like all other mammals, man has no need for additional salt in his diet and it was only because of its “magical ability” to preserve food that it was used for this purpose and then added to natural food to bring it up to the taste of the preserved food. The development of refrigeration meant that this was no longer necessary but now, at least in developed countries courtesy of the food industry, very large amounts of unnecessary salt are put into nearly all foods.  The consumer in these countries has little choice with more than 75% coming from the food industry, i.e. processed foods, fast food, canteen, restaurant food etc.  In developing societies added salt, either as salt itself or in sauces, is often the major source of salt intake.  There is overwhelming evidence that reducing salt intake, both in people with high and normal blood pressure, lowers blood pressure. Increasing potassium intake either in the form of potassium salts or in the form of increased fruit and vegetable consumption has a similar effect.  Each country in the world needs to adopt a strategic plan that is suitable for that country to reduce population's salt intake and to increase potassium intake. In developing countries where much of the food is prepared at home and sodium is added in the sauces and the cooking the strategy is to educate the cook and provide alternatives that they can use. (eg 50% sodium chloride and 50% potassium chloride as a salt substitute). In countries where most of the salt comes courtesy of the food industry, a gradual reduction in the amount of salt added to food is mandatory and this is now occurring in the United Kingdom.  As it has been done slowly, there has been no rejection of food products.  At the same time, a public health campaign to make the public aware of the dangers of salt and to reduce adding salt to their own food and to choose foods with less salt.  A reduction in salt intake has already been documented in the United Kingdom.  Most European Union countries are now planning to adopt a similar strategy. If world-wide the salt intake was halved, the subsequent fall in blood pressure would be sufficient to prevent a minimum of 2.5 million stroke and heart attack deaths each year. There would also be a reduction in heart disease and cardiac failure. Primary prevention is possible. The question is whether people, governments can combine forces and have the resolve to make this possible.
Dr Lawrie Beilin from Australia discussed the other factors that contribute to nonoptimal blood pressure levels and the development of hypertension. He emphasised that this was only one aspect of the problem and that it was important to reduce all risk factors associated with cardiovascular disease. Prevention of obesity, increased intake of fruit and vegetables, reduced alcohol intake and increased physical activity can all cause a fall in blood pressure. Coupled with decreased saturated fat intake, increased consumption of fish and cessation of smoking this would lead to favourable effects on blood pressure, serum lipids, insulin resistance and development of diabetes leading to reduction of deaths from cardiovascular disease and stop the epidemic of heart disease sweeping the world. There are no randomised controlled trials verifying this viewpoint. However the evidence is as good or better than at the time decisions were made to reduce smoking. Inaction is likely to have disastrous consequences and the time to implement these changes is now. 

Dr Hirotsugu Ueshima from Japan discussed the changing pattern of stroke incidence, blood pressure and salt intake in Japan from 1950 until now. In the 1950s haemorrhagic stroke was a major cause of death in Japan with an extremely high incidence in certain areas. It was realized that this was associated with a high blood pressure and a high salt intake. At the time the consumption of salt was greater than 26gm/day in a number of regions. A program was implemented to reduce salt intake. This consisted of a public education program in the mass media, health education at the time of mass screening and labelling of food by manufactures. Salt consumption was reduced substantially and is now about 12g/d, a 50% reduction.  Systolic blood pressure has fallen in 69 year old people by 18mmHg in both males and females. Stroke rate has fallen by 83% over this period. While the education program was important it was backed up by a number of important factors that allowed   individuals and the community to comply with the recommendations. A fresh food delivery system was developed with improved road transport and freezing food delivery. Refrigeration allowed the development of an eating system using fresh foods. Globalization and exposure to eating habits around the world also contributed. The provision of low salt alternatives at the workplace and restaurants was important. It is difficult to determine if any single factor was of the greatest importance. The program emphasised the importance of a collaborative approach and the importance of supplying the recommended foods at little or no extra costs after education of the population allowing easy implementation of the recommendations.
Dr Ramon F Abarquez,Jr from the Philippines reported on the ongoing program in the Philippines. This is an integrated program spearheaded by the Philippines Society of Hypertension in cooperation with the Atherosclerosis society, the Food and Nutrition Research Institute, the Department of health and more than 19 other specialist societies. The program was based on evidence from a survey of more than 100,000 people which showed a 40% prevalence of both prehypertension and obesity. The Philippine College of Physicians has conducted a major awareness program (MEDIA FORA) on multiple health issues once a week on television and broad sheet news. This was followed up by an education program for health professionals to ensure that the advice was followed. Over 1300 have started the program and 338 have received the hypertension specialist diploma. In the context of Philippine society which tends to be matriarchal it was important to involve the entire family. The importance of this was shown by assessing the risk profile of a family member who accompanied the consulting patient. Metabolic syndrome was detected in 45%. The recommendation is that the wife or mother should be empowered to take charge of the health concerns of the patient and other family members. Attention to family eating is important particularly at family (clan) gatherings. The fourth arm is an involvement at the workplace and using data from annual followup of many employees. This has revealed important data of the progress of the disease and the next step is to ensure that preventative and treatment programs are implemented and justified on the basis of cost savings. The success will be gauged by a nationwide prevalence survey every 5 years for the known atherosclerosis risk factors. This program emphasis the importance of involving the individual, the family, the workplace and the Government to achieve successful intervention. It emphasizes a multidisciplinary approach reducing all modifiable risk factors and includes an evaluation of its success. 

Dr Yuan-The Lee from Taiwan presented detail on the epidemiology and management of blood pressure in his country.

Dr Lingzhi Kong from China presented a detailed report on the program developed to reduce salt and increase potassium intake to prevent cardiovascular disease. In China at present stroke is a more frequent cause of death than coronary artery disease and thus the program is directed more at reducing risk factors for blood pressure which is the most important antecedent of stroke. This is a program actively developed and being implemented by the Department of Health. It involves Developing a National Strategy to prevent and control hypertension in China. It involves guaranteeing funds for the prevention and management of hypertension. It guarantees to popularize and implement the Chinese Guidelines for prevention and Management of Hypertension in the entire country. The government has recognized the importance of this problem and is providing funds for its implementation. Some of the principles are; Health education of parents and children; Dietary intervention ,advocate the correct diet, encourage food industries to produce low salt foods, strengthen food labelling for salt and fat content, encourage production and eating of fresh fruit and vegetables, to encourage a change in eating pattern from animals to vegetables, to promote  regular physical activity by providing facilities, to control ,reduce and prohibit smoking; In addition to the above preventative programs reducing risk factors, elevated blood pressure needs to be detected early by routine measurement at the time of any visit to a health care service and to implement therapy with cost effective antihypertensive drugs. In addition to implementation of the recommendations it also focuses on the need to carry out research into the causes of hypertension and vascular disease and the best procedures for delivering the program to health care professionals and to the population. There will be a continuing evaluation of the success of the program. This comprehensive program emphasises the importance of a multifaceted approach to the problem.

Dr Judith Whitworth from Australia presented a paper on the overall topic of “How do We Persuade Governments to Act” She emphasised the importance of understanding how a Government sets its priorities. These may not be the same as those of special interest groups.  Thus a government may have to decide whether money will be spent on an AIDS treatment program or a cardiovascular disease prevention program or new schools or roads.. The evidence may be overwhelming that the hypertension treatment program will eventually deliver substantial economic and social benefits but another program may be prefered for reasons of, say, equity or politics. The role of the Government is to determine the nature, values and funding of the health system; to enact legislation; to regulate; to provide appropriate information and education; to coordinate intersectional action and to ensure appropriate service delivery, research and development.  The role of the cardiovascular disease community is to provide objectively the evidence on which decisions can be made. Bureaucrats have embraced the concept of Evidence Based Medicine and become interested in evidence based informed policy. Important sources for this are the Cochrane Collaboration Reviews on health and health policy and the Campbell Collaboration Reviews on education, welfare, crime, and justice. Unfortunately the evidence is not always conclusive and does not cover all aspects particularly those with a local flavour. The decision making by the Government will at best be informed by, rather than based on the evidence. However the evidence must be clearly, accurately and concisely presented. The most effective way of having research based evidence implemented is through policy maker pull rather than researcher push. The proposal must be written congruent with the goals and values of the particular health system. Strategic alliances need to be created between researchers and policy makers. The research needs to be structured to ensure its usability. Policy pilots with evaluation may be important to allow fine tuning before full implementation. Success will be achieved where the evidence is clear; the damage is great and the action required is simple and within the capacity of the Government. Thus to achieve the successful prevention of cardiovascular disease we need to present its importance; we need to present proven intervention strategies and provide methods for delivery. Prevention of cardiovascular disease meets all the criteria for active prevention and management. We have to persuade governments that it should be their priority. 

Dr Shanti Mendis from World Health Organization spoke about the problem of cardiovascular disease in  low and middle income countries. In 2005 it was estimated that there were 17.5 million deaths from cardiovascular disease which was 1/3rd of all global deaths. In low and middle income countries the societal costs of premature cardiovascular death and disability coupled with escalating medical costs  calls for urgent measures to halt the epidemic. The traditional medical model is not possible due to shortage of trained personnel and the high costs. It is advocated that the approach should be to target the problem by a strategy based on population prevention and targeting of high risk individuals. Population measures such as reducing or preventing tobacco use, promoting physical activity and a healthy diet are essential. This will help to shift the population risk profile to a healthier distribution by lowering obesity, blood pressure, blood sugar and blood lipids. In addition people at high cardiovascular risk due to one or more risk factors including high blood pressure should be identified and treated. The level of risk at which drug treatment will commence utilizing public finances need to be based on the per capita health care expenditure of a country. Identification of high risk individuals can be done and should be done in primary health care even with trained non physician health workers. The stratification into high risk needs to be made on simple, easy to perform and inexpensive procedures. WHO/ISH risk prediction tools enable risk stratification to be done with age, gender, tobacco use, systolic blood pressure, urine or blood sugar and if available blood cholesterol. At the primary health care facility lifestyle changes should be implemented. Drugs such as low dose diuretics can also be prescribed in primary care in most low income countries. Medium and high risk individuals need to be referred to the next level of care for further investigations. Once assessed and treatment is commenced they need to be referred back to primary health care for continuing management. The drugs used at all levels of care must be affordable to the government, the community or the individual. It is not sensible to use the ideal drug if it cannot be afforded. Blood pressure reduction is probably the simplest measure to be undertaken as the success can be measured without laboratory tests. However the total risk should be reduced. To achieve success in local communities they must be engaged in the importance and management of the problem. The less developed the community the more important that this becomes and the possibility of the development of sustainable solutions for managing chronic illness.

Dr Rod Jackson from New Zealand emphasised that  most risk factors as continuous variables rather than  dichotomous factors with clear treatment thresholds. Treatment should be based on the absolute cardiovascular disease (CVD) risk of an individual rather than directed at a particular risk factor level. Blood pressure is an important variable but the risk is significantly modified by the associated risk factors. The absolute cardiovascular risk should determine who will receive treatment. While patients to be treated will be more clearly identified the treatment choice may become less individualised. Thus a concept can be introduced that it is best to reduce all the potential risk variables rather than concentrating only on one. Thus rather than treating hypertension to the ideal blood pressure goal (probably about 115/75 mmHg or less) we may accept a lesser degree of control but also reduce cholesterol even though it is in the so called “normal” (but non optimal) range. Thus an argument has been advanced that all patients at a risk above some predetermined rate should receive a polypill which would reduce blood pressure, reduce cholesterol and decrease platelet stickiness. Such a pill requires drugs that are very safe with few side effects that can deliver the wanted outcomes. Trials of this approach have been commenced.

The final session was devoted to how we should proceed so that we can contribute to reducing the burden of Hypertension or more correctly suboptimal blood pressure levels in our region. 

Dr Judith Whitworth (Australia) described the experience in the development of the initial Australian Guidelines, the fourth revision of the WHO-ISH guidelines (1999) and a review in 2003 by WHO-ISH. The first two were developed before there was a standardised method to produce guidelines. The Australian guidelines developed after a meeting to discuss various aspects and was really a consensus document. The fourth revision of the WHO-ISH guidelines was prepared by experts from around the world following an extensive literature search and once again was a consensus document. Subsequently rules for the methodology for guideline production have been developed with standardised methods for grading evidence and involvement of a greater number of  stakeholders. The WHO-ISH considered in 2003 whether to update the guidelines. They retrieved over 3000 articles, prepared a draft document and consulted widely. In the end they decided not to update the guidelines at that time but to prepare a statement with a focus on the problem and the need for action. 

Dr Lars Lindholm (Sweden and President of ISH) described how the recent ESH guidelines were developed. This was a process that developed and revised the previous guidelines of the European Society of Hypertension and the European Society of Cardiology. This document was developed after an extensive literature review following the standardised method for guideline development. The resultant document is an up to date summary of the present literature and the document was developed and published in the space of 12 months indicating the devotion of a number of people to the project. The guidelines emphasises the importance of stratification according to cardiac risk which may use a variety of clinical and investigative procedures. All major drug classes are advocated as suitable for initial therapy but a number of qualifications indicate that beta blockers would not be the first choice in a number of circumstances. The problem in the management of hypertension is not having guidelines but ensuing that the aims are achieved
Dr Peter Yan (Singapore) presented an extensive review of the situation in the Asian Pacific region. This presentation emphasised that hypertension was not only a problem for the developed world but was a major problem here. A considerable amount of activity was taking place in different countries and was being transformed into action plans for those countries. There were gaps in this information and more accurate data needed to be achieved. In general most countries follow the International guidelines with certain differences reflecting the countries problems. The mortality pattern in Asia differs from that in the Western world and also differs between countries in Asia. Thus stroke in some countries causes more deaths than

heart disease. In other countries metabolic syndrome is becoming more prevalent with a subsequent prediction of increased cardiac deaths. Thus the problem differs between countries. There is a requirement to have a simpler method of cardiovascular risk assessment that does not rely on expensive investigations which are beyond the resources of many countries. Thus the ESH/ESC guidelines, while containing much usefully information are not practicable in many Asian countries. 
There was about an hour of interactive discussion on the need for regional guidelines. The overall conclusion was that guidelines for the region as a whole were probably not practicable due to the many differences that existed in ethnicity, country development, economic pressures and multiple other factors. It was felt that there was a major requirement for a position statement related to the problem. The focus ideally should be on prevention but it was recognized that this would take a prolonged period to implement and the ideal may never be achieved. It was recognized that the problem was not one of hypertension but the level of blood pressure interacting with the other risk factors and preventative programs must be directed at all aspects of cardiovascular risk. While hypertension and cardiovascular disease could probably be prevented by primary preventative programs it was appreciated that this would take time. Meanwhile there was a necessity to identify people at risk and ensure that these people were detected and treated. The level of risk which would necessitate management will vary between countries related to economic and social circumstances. Thus countries may accept a mortality risk of 1, 2 or 4 % per year depended on these factors. The problem is to identify such people in a simple manner. In this regard blood pressure is important as it can be readily measured and therapies are available at little cost. Blood pressure measurement needs to be coupled with other risk factor assessment and of these smoking, obesity, waist hip ratio and urine analysis give extra information at a relatively low cost. These procedures can be done at the place of initial contact and may not necessarily involve a doctor. Lipid measurement, blood glucose, creatinine measurement and electrocardiograms can also be performed in most places. Microalbumen is a powerful predictor of outcome and should be more widely used.  Echocardiogram, measures of vascular stiffness, 24 hour and sleep blood pressure all improve the predictive power and all are independent risk factors but are expensive and time consuming.. However most information and stratification in the high risk group can be made on the simpler tests. Thus the focus should be on measuring blood pressure correlating it with the other easily measured risk factors and implementing some treatment. In addition to identifying and initiating treatment it is important to ensure that treatment is maintained. To normalize prognosis it is important that goal is reached but the greatest benefit is probably obtained by the initial reduction in blood pressure. Lifestyle and dietary changes should be emphasised in all people at risk but the success rate is low due frequently to failure of the doctor to emphasis them and the difficulty of obtaining  appropriate foods. To ensure greater blood pressure reduction an argument can be made for a combination tablet to be used and the most appropriate and affordable combination is probable a diuretic and an ACE Inhibitor or an ARB. An ACE Inhibitor or an ARB with a Calcium Channel Blocking drug is also very effective but at present is more expensive. Likewise an argument can be made that cholesterol should be reduced in all hypertensive patients as outcome is improved independent of the initial cholesterol level. These approaches are at present more expensive. The ideal management of hypertension involves a complete understanding of the interaction between the various risk factors and their contribution to morbidity and mortality. To normalize all of these using drugs is an expensive and time consuming program. The better solution is to prevent the problem in the first place by primary prevention programs directed at the multiple cardiovascular risk factors. This can be done but requires resolve on the part of Governments, Industry, Doctors and Society. 
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