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PREFACE

In February, 1982, the Federal/Provincial Advisory Committee on Community
Health Services recommended to the Deputy Ministers of Health that a Working
Group be established to develop a strategy for the prevention and control of
high blood pressure in Canada. Following the acceptance of the

recommendation, a four-person committee was appointed.
We, the members of the Working Group, hope that this report will assist

in the development of measures which will 1lead to improvement in the

prevention and control of high blood pressure in Canada.

Ella B, MacLeocd, R.N,, M,S.,, Chairman

oo ld 77 Collunn.

Harold N, Celburn, M.D., M,P.H,.

B o

David R. MacLean, M.D., C.C.F.P., M.,H.Sc.

Gerald E. Sinclair, M.D., F.R.C.P.({(C)
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INTRODUCTION, SUMMARY AND RECOMMENDATIONS

INTRODUCTION

High blood pressure is recognized as a major risk factor in the develop-
ment of cardiovascular diseases such as stroke, heart attack and kidney
failure. These diseases are responsible for a large proportion of the
disabilities and premature deaths in our society. Three recent population-
based studies, the Nutrition Canada Survey, the Canada Health Survey, and the
Canada Fitness Survey demonstrated that there are a large number of Canadians
with uncontrolled hypertension. There is effective treatment available for
high blood pressure. Consequently, the prevalence suggests it is not being
optimally detected or treated. The potential for primary prevention of
hypertension is also worthy of consideration.

Prevention and contrel of high blood pressure would be a major step in
reducing disability and death in Canada. It would also lessen the financial
and social burdens, on the family and health care system, of this major publiec
health problem. Governments, professional and voluntary health organizations,
and individuals are showing an increasing concern about it. Because of the
magnitude of the problem and because it appeared that there were opportunities
and a need to do more about it, the Federal/Provincial Working Group on the
Prevention and Control of High Blood Pressure in Canada was established to

examine the issue.

Input from knowledgeable persons was seen as crucial to the Working Group
in carrying out its mandate. Representatives of professional associations and
health-related organizations were consulted at a meeting in August, 1982.
Numerous organizations and individuals were consulted by questionnaire.
Discussions with the Coordinator of the U.S. National High Blood Pressure
Education Program provided insight into American blood pressure control
programs, Visits were made to well-established and successful high blood
pressure control programs in Connecticut and Maryland. In addition, pertinent

literature was reviewed.




The report that follows is the result of the year's examination of the
issues. 1In the first Instance, it is meant to stimulate a nation—wide effort
to prevent and control high blood pressure in Canada. It outlines our
findings, the magnitude of the problem, and our views about the components of
a successful control program. It is intended to provide useful ideas for
program innovation. The report does not recommend particular standards of
measurement or treatment. These are important tasks that have been and are
being addressed by others such as the Ontaric Council of Health Task Force on
Hypertension and the Canadlan Hypertension Society. The report does not
address the issue of prevention as a separate entity. The possibilities for
primary prevention of high blood pressure and cardiovascular disease generally
are discussed, and secondary prevention of cardiovascular disease is implicit
in the control of high blood pressure. Above all, it is hoped that the report
will be a first step in the process of developing a coordinated approach to
dealing with this key health issue in a more effective and efficient manner

-~

than has happened in the past.

It is hoped that the advisory committee will make this report available
to all those engaged in the administration and delivery of health care, and
that health professionals and their organizations will recognize high blood

pressure as a major public health problem which warrants a comprehensive

mobilization of resources. Education of the public, professionals and
patients d1s critical. There 1s an urgent need to motivate pgovernments,
organizations, professionals and the general public to action. It is

essential to establish and promulgate appropriate standards and guidelines to
improve the detection, diagnosis, treatment and long-term follow-up of persons

with high blood pressure.

We are confident that, through such actions, Canadians can achieve
substantial further reductions in disability and untimely deaths which are due

to the complications of high blood pressure.



SUMMARY

High blood pressure is one of the major risk factors for cardiovascular
disease. Canadian surveys have estimated that 10 to 15 per cent of adult
Canadians have high blood pressure. Many, especially males, are unaware they
have it, and if aware, do not have it adequately under control. High blood
pressure 1s among the most frequently diagnosed conditions, and results in
numerous physician/patient contacts with considerable drug costs. The
available information suggests that optimal control of high blood pressure in
Canadians has mnot been achieved despite the availability of effective

treatment measures and expenditures of substantial sums.

There is a multiplicity of standards for the diagnosis and treatment of
high blood pressure. In Canada, there is a lack of coordinated control
programs for high bloocd pressure. There are some screening activities, but
few ongoing programs which systematiéélly provide linkage to the health-care
system or incorporate long-term follow-up or compliance strategies. There is
also a shortage of Canadian educational materials on blood pressure in either

official language.

The Working Group perceives two dominant issues in the failure to control
high blood pressure in this country: the lack of organized opproaches to
planning, professional and public education, detection, follow-up and
evaluation servicee; and the pressures on medical practitioners to provide
curative services and care for acute problems, rvather than preventive services
and follow-up of chronie problems. These issues need to be addressed if the
problem of bringing and maintaining under care persons with hypertension is to

be overcome.

Baseline data and information, especially on current public and profes—
sional perceptions and practices, are needed to facilitate the development of

strategies for the control of high blood pressure. In addition, there is a



need to establish coordinating mechanisms at the national and provincial level

with a cooperative approach to programs and to develop resource materials,

The major responsibility for the control of high blood pressure should,
of course, remain with private practitioners, especially family physicians,
with whom about 90 per cent of physician/patient contacts are made for the
care of high blood pressure. The public health system, worksites, and various
voluntary and professional organizations should assist physicians with their
task. The objectives of this integrated and comprehensive approach would
include improving public awareness, motivating individuals to take action
against risk factors, and reducing numbers and proportions of rersons in the
population with unacceptable blood pressure levels (with the resulting conse-~
quences}. There are special opportunities to develop programs through
realigning the priorities of local health units so that they can provide
needed leadership and support Seryices. In addition, work places are
excellent sites for coordinated ~control programs which will reach large

segments of the male population.

The proposed programs for the prevention and control of high blood pres-
sure would have four basic strategies: education for the public at large,
professionals and patients; a system for detecting and bringing persons with
high blood pressure into care; a multifaceted approach to population surveil-
lance; and a system which will ensure that those who are diagnosed will be
maintained under care through the necessary follow—up, recall, and other
assistance with compliance. The design of programs is not likely to be
uniform across the country. A mix of strategies will be required and a
variety of unique programs should develop, but within a common framework., To
facilitate the development of cooperation among the various segments of the
health services system and the implementation of the four basice strategies,
two supporting strategies are needed, one to provide coordination and
information exchange, the other to develop the information and data base

required for planning, program development and evaluation.



The development of coordinated control programs requires some funding and
substantial effort. However, the injection of large sums of money into the
health care system should not be required. Rather, efforts to bring together
voluntary, professional and government organizations to plan and develaop
appropriate measures would have a substantial, catalytic effect on mobilizing

these groups to action.




RECOMMENDATIONS

Because of the potential benefit in reducing disability and untimely
death from strokes and heart and kidney disease, the Working Group recommends

that:

(1} a national high blood pressure coordinating mechanism be established
involving the Department of National Health and Welfare, voluntary and

professional health organizations and others as appropriate;

(2) the national coordinating body give priority to publie, professional
and patient education programs and to the production and promulgation
of objectives, goals, standards and guidelines for the development and
implementation of Canad tén policies and programs for high blood
pressure prevention and control, and encompassing the detection,
diagnosis, investigation and treatment of high blood pressure,
training of health professionals and volunteers and the colleection of

data for planning and evaluation;

(3) provinces and territories, in cooperation with voluntary and
professional health organizations and others as appropriate, organize
within their jurisdictions coordinating bodies to plan, develop,
promote, implement and evaluate community high blood pressure
prevention and control programs which are integrated with, and

supportive of, existing medical cave services;

(4) Canadian high blood pressure econtrol programs be based on the
following strategies and goals:



(7}

(8)

education: to inerease knowledge and action about high blood
pressure and related risk faectors among the publie, health profes-

stonals and individuals with high blood pressure;

surveillance: to provide ready access for periodic blood pres-
sure measurement at a variety of sites and to ensure linkage to a

source for care;

bringing into care: to ensure the detection, evaluation and

initiation of treatment for persons with high blood pressure; and

waintaining under care: to ensure follow-up, recall and other

assistance with compliance for persons with high blood pressure;

local health departments realign their priorities to allocate

resources to the development of high blood pressure control programs;

workplaces give high priority to development of high blood pressure

control programs;

federal, provineial and territorial governmments take immediate steps
to encourage and prepare health workers and poliey makers from local
health departments and employer/employee groups to participate in high

blood pressure control programs; and

the Medical Research Council, National Health Research and Development
Program, the Canadian Heart Foundation, the Kidney Foundation of
Canada and other funding sources allocate substantially inereased
regources to the research and data needs and to the development of an
improved base of knowledge for the prevention and econtrol of high

blood pressure in Canada.



CURRENT STATUS OF HIGH BLOOD PRESSURE IN CANADA

NATURE AND EXTENT OF HEALTH PROBLEM

High blood pressure is one of four major risk factors for cardiovascular
disease in industrial countries, the others being elevated blood cholesterol
levels, cigarette smoking and diabetes mellitus. These risk factors act
independently as well as together. Their consequences — particularly ischemic
heart disease and stroke - and other non-communicable or chronic diseases,
have replaced infectious diseases as the major public health concerns in
countries such as Canada. The four major risk factors for cardiovascular
disease are amenable to prevention or control measures which can at least

reduce disability, improve the quality of life or prevent untimely death.

Death rates for cardiovascular diseases, for reasons that are not well
understood, have declined in recent years in Canada and in some other
countries, especially the United States. However, cardiovascular diseases
collectively remain the leading cause of death for both men and women and the
leading cause of loss of life-years before age 70 in Canada. They atre a major
contributor to the costs of medical and hospital care and key causes of

disability.

Risk increases steadily with blood pressure, with no cut—off point
between "normal” and “abnormal" levels. The shape of the distribution curve
of high blood pressure is such that the greatest proportion of persons
considered to have high blood pressure is at the least elevated levels.
Consequently, from a public health perspective, “mild" hypertension has a
greater impact (population attributable risk) than more severe hypertension in

causing consequences in the population.

Probably some 10 to 15 per cent of Canadians have high blood pressure,
controlled or uncontrolled. The prevalence increases with age, one—-quarter or

more of persoms 65 and over being affected.



The national surveys that obtained data on the prevalence of high blood
pressure - Nutrition Canada, the Canada Health Survey, and the Canada Fitness
Survey - did not collect data in a form specifically designed for high blood
pressure programs. Moreover, blood pressure was determined at a single
sitting and with a single measurement (except for some persons in the Canada
Fitness Survey), and the numbers tested were not sufficient to generate
reliable estimates of provincial or regional prevalence. Single measurements
are likely to exaggerate the prevalence of high blood pressure, especially at
lower levels, e.g., 90 to 100mm Hg diastolic. There is general agreement,
however, that large numbers of Canadians have uncontrolled high blood

pressure.

The 1978-79 Canada Health Survey, limited by single measurements,
indicated that some 225,000 Canadians, mainly men, would almost certainly
benefit from the initiation or improggment of high blood pressure treatment,
and that at least a million more wodid probably benefit from steps to reduce
their blood pressures and from regular follow-up., It is estimated that almost
half 2 million persons, mostly women, knew that they had high blood pressure
and were receiving medicine for heart disease or high blood pressure, but
still had elevated blood pressures. A striking finding was the preponderance
of males, the male/female ratio possibly being as high as four to one, with
diastolic blood pressures of 105mm Hg or higher. The more recent Canada
Fitness Survey suggests that the male/female ratio may be somewhat lower, 1in
the order of two. Such sex differences appear to reflect different patterns
of disease detection and compliance with treatment more than differences in
the incidence of high blood pressure. About 60 per cent of physician/patient

contacts for high blood pressure involve women.

Despite the general agreement that large numbers of Canadians have
uncontrolled high blood pressure, there is an obvious need for specific

studies which will provide more precise estimates.
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Although there is much room for improvement in its detection, treatment
and follow-up, high blood pressure already results in the substantial use of
health services. This is not only because of its consequences, such as
stroke, heart attack, heart failure and kidney failure, but also because the
diagnosis and treatment of high blood pressure in itself represents a

substantial proportion of physician/patient contacts.

The 1978-79 Canada Health Survey estimated that 1.4 million persons had
consulted a health professional in the preceding 12 months for hypertension.
This was exceeded only by the numbers of persons estimated to have consulted
for arthritis and rheumatism, and for limb and joint disorders. The
proportion of known hypertensives comsulting a health professional was, along
with disbetes, more than 90 per cent - higher than the proportion of persons
with any other condition. This suggests that failure to control high blecod
pressure among large numbers of persgns already identified and under treatment

cannot be attributed primarily to i%és of contact with their physicians.

Analysis of data provided by IMS (Intercontinental Medical Statistics)
Canada Limited indicates that hypertension was the most frequently diagnosed
condition in 1981, constituting 4.3 per cent of aggregate diagnoses and 8.5
million physician/patient contacts. Eighty~one per cent of patients were seen
in doctors' offices, nine per cent in hospital. Nine per cent of visits were
first visits and 91 per cent subsequent visits. The 1981-82 annual report of
the Saskatchewan Medical Care Insurance Commission identified hypertension as
third in number of services provided by physicians. This was exceeded only by
general medical examinations (no specific diagnosis) and acute wupper
respiratory infection (except influenza). Hypertension accounted for 3.1
per cent of all physician services in Saskatchewan and 2.6 per cent or $2.98

million in payments to Saskatchewan physicians in 1981-82.
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IMS Canada Limited's data provide estimates that total purchases of
anti-hypertensive and/or diuretic drugs amounted to $93 million in 1981 or 8.3
petr cent of the ethical (prescription and prescription-like drugs) market.
The combined volume for drugstore and hospital purchases of beta-blockers
alone in 1981 was estimated at $38 million, 3.4 per cent of the ethical market
and an increase of nine per cent over the previous year. Such drugs, however,

are used for treatment of other conditions as well as high blood pressure.

The May 1982 Canadian Hypertension Society Workshop on the Status of

Hypertension in Canada concluded:

"The magjor problem related to drug therapy of hypertension
18 the maintenance of compliance.... A magjor problem
exists in the dissemination and use of validated methods
for detecting and correcting low compliance and drop-outs
from hypertensive care." 1

e

The available information indicates that optimum value is not being
obtained for the large amounts of eoney spent on the treatment of high blood
pressure, and provides further justification for strategies to ensure that

persons with high blood pressure remain under care and receive adequate care.

We see three actions as fundamental in attempting to reduce the toll of

high blood pressure in Canada:

improved efforts to achieve goal blood pressures among the
large numbers of persons whose blood pressure remains
uncontrolled despite treatment;

improved efforts to detect and treat the large numbers of
persons who are not aware that their blood pressure is
elevated; and

improved efforte to reduce the disproportionate numbers
of men with wneontrolled high blood pressure, whether this
ig due to a lack of deteetion or to tnadequate treatment.

1 Report of the Workshop on the Status of Hypertension in Canada, The
Canadian Hypertension Society, Montebello, May 1982, p. 9.
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PRESENT WAYS AND MEANS OF CONTROL

The comsultations carried out among Canadian organizations and individ-
uals (Appendix) revealed a limited number of programs for high blood pressure
control in Canada. Most of these were at the worksites of major industrial
organizations. Screening and, to a lesser extent, health promotion, are car-
ried out in an ad hoc fashion in most parts of the country. Some systematic
screening is carried out by groups such as the Saskatchewan Heart Foundation.
Most have been conducted in shopping centres or at health fairs on a one~time-—
only basis. Health promotion seems to be confined to printed and media mater-
ial distributed in limited geographic areas and at industrial worksites.
Except for some workplace programs, there is none which systematically pro—
vides linkage to the health care system following screening, or which incor-
porates long-term follow-up or compliance strategies except in an experimental
or research mode. L

The burden for the control of high blood pressure in Canada falls almost
exclusively upon the interactions between individuals and their personal
physicians. Some 90 per cent of physician/patient contacts for the care of

high blood pressure in Canada are made by general practitioners.

The Working Group perceives two dominant issues in the failure to contrel

high blood pressure in this country:

the lack of organized approaches to plamning, professional
and public education, detection, follow-up and evaluation
services; and

the pressures on medical practitioners to provide curative
services and care for acute problems, rather than preven-
tive services and care and follow-up of chronie problems.
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From the Working Group's perspective, the lack of organized approaches to
high blood pressure control became obvious. However, more information is
needed about the nature and determinants of physicians' treatment practices
for high blood pressure. Knowledge about the relative importance of physician
and patient factors in the apparent widespread failure to achieve goal blood
pressures is essential to the development of effective strategies to improve

control among persons known to have high blood pressure.



- 14 -

APPROACH TO REMEDIAL ACTION

WHY ORGANIZED ACTION YS NEEDED

It is possible that, by continuing to "muddle through," the impact of
high blood pressure can be legsened. Certainly, death rates from stroke, the
most directly related consequence of high blood pressure, are dropping
sharply, although this decline began before the development of modern and
effective drugs. Also, death rates from heart attack have declined in recent

years.

It is clear, however, that there are many Canadians, especially men, with
uncontrolled high blood pressure who have an elevated risk of strokes, heart
attacks, heart and kidney failure and eye damage. These persons could be
reached through systematiec efforts t%vmonitor the blood pressure of adults and
to bring them under care, or help them remain under care. The outstanding
example of the feasibility of this approach is the United States National High
Blood Pressure Education Program, with its consortium of national organiza—
tions, government and voluntary, and its state and loecal ramifications.
Although comparisons are difficult because of the lack of Canadian data, the
United States appears to have a greater proportion of hypertensive persons who
know they have high blood pressure, who are receiving treatment and who are
adequately controlled. This success can be attributed to United States in—
roads in public and professional education and the development of needed
screening, treatment and follow—up services. In fact, much of the public
education about high blood pressure in Canada may be attributed to the
spillover effect of the United States program via U.S. media reaching this

country.

In addition to facilitating better control of existing high blood
pressure, nationwide cooperative strategies are required to develop the poten~

tial for prevention of high blood pressure at the population level, as well as
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for the individual whose blood pressure begins to creep up. To our knowledge,
such strategies are not well developed anywhere in the world, and Canada has

an opportunity to demonstrate leadership in this regard.

Consultations with various voluntary and professional groups across the
country confirmed that there 1s widespread recognition of the inadequate
effort being made to deal with high blood pressure and a genuine desire to
participate in efforts to ilmprove the situation. A major concern was the lack
of Canadian resource materials imn both offiecial languages. The need for
governments to develop policies was also mentioned. Key mnational
organizations have indicated their willingness to participate in a national
consortium to exchange information and facilitate the coordination of

programs.

The advice received suggests t@gjdevelopment of a substantial control
program which would require funding, “but not the injection of large sums of
money into the health services system, to deal with high blood pressure.
Efforts to bring together appropriate voluntary and professional groups to
develop strategies and resource materials would have a substantial catalytic
effect in mobilizing these groups to action. Indeed, the success of the
United States program appears to be due to such an approach. The policy of
the United States Federal Government* is to gradually reduce, rather than
increase, its funding, as other national organizations and other levels of

government become more actively involved.

Such an approach requires a common framework of objectives and goals and
some means to monitor the degree of achievement. However, it provides for
flexibility in the application of the specific measures required to achieve

those objectives and goals.

% Personal Communication, Graham Ward
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RESEARCH AND DATA GATHERING

Deficiencies exist in information required for policy and program

development and evaluation, as well as for professional and public education.

The problem of obtaining data was addressed at the Workshop on the Status
of Hypertension in Canada which was held by the Canadian Hypertension Society
in Montebello, May 27-29, 1982. Among other measures, it was recommended that
the society initiate and disseminate a single common protocol for community
hypertension surveys and encourage past and future federal surveys (with their
excellent sampling methods) to generate clinically credible estimates of

hypertension.

The Canadian Hypertension Society has established a small committee to
examine the above and other recommenéations, to develop a common protocol and,
if possible, develop a correction féﬁtor for single visit surveys. Some doubt
has been expressed about whether general health or fitness surveys can afford
to revisit participants to obtain “clinically credible” estimates of
hypertension. Nor is there general agreement that one should apply the same
criteria to population surveys as to the diagnosis of hypertension. The role
of population surveys is to assist in program planning, development and
evaluation. For these purposes, consistent quality of repeated surveys may be
more important than diagnostic precision. For ethical reasons, it is
necessary to inform an affected person that a survey has revealed an elevated
blood pressure. It should be possible, therefore, to build into the design of
surveys the follow-up needed to determine whether such persons have sustained

elevations on repeat examinations and to ensure linkage with a source of care

if needed.

The Health Promotion Directorate of Health and Welfare Canada 1is
conducting a survey in 1985 on awareness, knowledge and perceptions about high
blood pressure. The Canadian Hypertension Society is developing questions on

knowledge, perceptions and behavior.
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Agreement to use a common protocol at least for a few "core" questions
and procedures, including knowledge, perceptions and behavior as well as blood
pressure measurement, could be of great wvalue in efforts to obtain data that
can be pooled and compared. Acceptance of common “core" questions would
permit groups using them to add other questions suited to their own needs.
For example, a local health unit or even a province could carry out surveys
before and during a program and know that the data obtained would have

regional or national as well as local or provincial value.

The above activities and the occasional local survey can make important
contributions to our knowledge about high blood pressure. However, more is
required. The development of an adequate data base is essential, not only for
planning purposes but for monitoring and evaluating programs. In addition to
data on populations, it will be important to obtain information on
institutional responses to the problem, including those of local, provincial
and federal governments, hospitéié and voluntary and professional

organizations.

Special attention should be given to studies of the effectiveness of
dietary measures in the prevention and control of high blcood pressure, and to
studies of the wvalue of nutrition labelling. There should be community or
workplace demonstration programs for the prevention and control of
cardiovascular disease or hypertension itself, and the assessment of the
effectiveness of systems to improve follow—up and compliance with therapeutic
regimens. Experimental professional and public education programs, and other
programs designed to impact more broadly on cardiovascular or general health,
should be undertaken. Special attention should be given to the incorporation

of adequate evaluation components in all programs.

The importance of expanding our base of knowledge about high bloed pres-—
sure was highlighted in the above~mentioned workshop of the Canadian
Hypertension Society. We endorse the following recommendations of the

workshop:
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"Since research in hypertension is esgential to improve
the management and control of hypertension, and since this
aspect is underdeveloped in Canada, the Canadian Hyperten-
ston Society should encourage granting agencies and indus-
tries to designate career fellowships and scholarships,
development grants and program grants in the field of
hypertension research.

"The Society should promote workshop activities to
identify problems of high priority and a consensus of
strategies to investigate these problems.

"With regard to basie research, the Canadian Hypertension
Society should promote and faeilitate interaction between
Canadian researchers who are often isolated in various
parts of Canada. There is also a need to find ways to
increase the interaction between basic and elinieal
research. The interest of basic seientists in research in
humon tissues should also be stimulated.

"With regard to elinieal wresearch, the Soctety should
initiate and seek support for multicentre research
projects which would imvoive the aspects of diagnoeis,
outcome, and interventions."e

The Society should also be encouraged to continue and expand its capacity
to advise in the following subjects in which it has expressed special

interest:

!j the standardization of methodological approaches in
epidemiological studies;

education research, including the development of new
approaches to undergraducte and continuing education for
primary care physicians;

health services vresearch, ineluding the development of
strategies +to increase compliance with therapeutic
regimens;

; the promotion of eclinieal research activities and the
development of wresearch manpower resources in hyper-
i tension; and

2 Tbid., p. 16
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the ereation and maintemance of a directory of researchers
and vresearch projects in the field of hypertension 1in
Canada.

Information 1is required to assist in determining what should be done
about high blood pressure, not whether something should be donme about it. The
priority need is baseline data on public knowledge and perceptions about high
blood pressure and on the practices of physicians and other health-care
providers in comnection with high blood pressure. Periodic surveys,
especially designed for high blood pressure control purposes, are needed to
monitor levels of awareness and of detected and undetected high bleood pressure

in the population.

The Working Group has concluded that control programs should be initiated
without delay and without waiting for additional information.

-~
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GENERAL PRINCIPLES AND DIRECTIONS

A strategy for the control of high blood pressure in Canada should be
developed within the framework of a comprehensive effort to reduce disability

and untimely death from cardiovascular diseases,

In its recent report on the Prevention of Coronary Heart Disease
(Ischemic Heart Disease), a World BHealth Organization Expert Committee
(Technical Report Series 678, WHO, Geneva, 1982) has pointed out the need for

a three-pronged approach:

a population strategy ~ for altering the Llifestyle and
envirommental characteristiecs, and their social and
economic determinants that are the underlying causes of
mase ischemic heart disease;

a high-risk strategy - for. bringing preventive ecare to
individuale at speeial rigk; and

secondary prevention - for averting recurrences and the
progression of disease in those already afflicted.

The Expert Committee's comprehensive plan for prevention of ischemic
heart disease provides a sound basis for the development of strategies to deal
with other cardiovascular diseases as well, especially stroke. It identifies

the importance of the following:

the potential impact on population morbidity and mortality
ratee for ecardiovascular diseases that ecould be achieved
by reductions in cigarette emoking and even modest
reductions in population levels of serum cholesterol and
blood pressure;

the potential value of changes in population patterns of
diet and physical activity in preventing elevations of
serum cholesterol, blood pressure and blood glucose
(adult-onset or non-insulin dependent diabetes); and

the value of didentifying and treating individuale with
high blood pressure, especially in the prevention of
stroke, and heart and kidney failure.
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The results of the recent United States' Multiple Risk Factor
Intervention Trial disappointed those involved in cardiovascular disease
prevention. Findings, which were not statistically significant, indicate that
risk factor reduction had benefit in reducing mortality due to ischemic heart
disease, cardiovascular disease, and all causes in a substantial portion of
the population, but this benefit was not demonstrated in the group as a
whole, The unexpected reduction in risk factor levels in the Usual Care
(Control) Group may have been a major factor in obscuring a true overall
effect. 1In other words, the trial may have been a victim of the success over
the past several years in improving lifestyle and the control of high blood
pressure in the American population. The higher mortality in a sub-group of
hypertensives in the Special Intervention (Experimental) Group who had
electrocardiographic abnormalities appears to be a special problem and is
being investigated. It is prudent, therefore, tc continue to vigorously
pursue efforts to reduce the major -risk factors -- smoking, high blood

s
pressure, and elevated blood cholesterol levels.

While more needs to be done to integrate programs to reduce smoking,
achieve caloric balance, and reduce salt and fat intake and alcohol abuse,
within a comprehensive effort to reduce the impact of cardiovascular diseases,
at least some organized nationwide efforts are being made to deal with these

risk factors. The same cannot be said for high blood pressure.

The need to develop high blood pressure control programs in Canada as
part of a comprehensive effort to reduce the impact of cardiovascular disease
was identified in the Heart-Lung Health Report submitted to the Federal/
Provincial Deputy Ministers of Health in 1981 by the Advisory Committee on
Health Promotion, and by the Ad Hoc Committee on National Health Strategies in
its 1982 report. The latter committee recommended the development and
implémentation of improved methods for the early detection and treatment of

hypertension.
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In the short~term, it is likely that focussing on the reduction of
cigarette smoking, and on high blood pressure prevention and comtrol, will
have the greatest pay-off among the policies and programs developed within a

comprehensive effort to reduce the risks of cardiovascular disease in Canada.

Detection, adequate treatwment, and long-term follow-up of persons with
high blood pressure should receive first priority in policies and programs for
the affliction. The benefits of drug treatment, especially for moderately and
seriously elevated levels of blood pressure, havé been well demonstrated.
However, to the extent possible, measures should be developed and introduced
with the objective of preventing elevated blood pressure and avoiding or

reducing drug use among large numbers of Canadians.

The World Health Organization Expert Committee points out that “the
ultimate potential for prevention 6£rhigh blood pressure in populations is
illustrated by i1its virtually total absence In a few traditional, isolated,
subsistence economies. The people are generally physically active, obesity is
rare, and the sense of community is strong. Habitual salt intake is usually
under three grams daily."3 To this could be added the probability that thelr

intake of potassium is high and of ealories, low.

The possibility for primary prevention of high blood pressure by measures
such as restricted salt intake, increased potassium intake, and weight control
have not yet been well tested in societies such as Canada's. However,
progress in publiec health is replete with examples of wide—scale actions taken
before all the answers were in. In the case of high blood pressure, the
measures proposed, except for salt restriction, are consistent with policies
adopted to enhance lifestyles and health generally and are not new orv

different. They are included in the recommendations for a prudent diet made

3 w.g.o. Expert Committee, Prevention of Coronary Heart Disease, Technical
Report Series 678, World Health Organization, Geneva, 1982, p. 25.
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by the Committee on Diet and Cardiovascular Disease reporting to the Minister
of National Health and Welfare, 1976, and which have been incorporated into

nutrition programs of the federal and provincial governments,

The WHO Scientific Group on the Primary Prevention of Essential

Hypertension stated:

"A firm recommendation concerning the primary prevention
of hypertension should be extended to populations at large
only if the suggested research programmes have provided a
more definite seientific basis. However, in populatione
with high average ealt intake, educational measures should
be undertaken immediately to explain the potential Tmport—
ance of reducing excessive salt intake. Similarly, in
populatione in which overwveight is prevalent, information
on the links between overweight and blood-pressure eleva-
tion should be addressed to the gemeral publie. Indivi-
duals who are obese or accustomed to an excessively high
salt intake should be adequately coungelled.

Efforts to prevent or postpone high blood pressure and its conseguences
should be seen as experimental and subject to modification as more is learned
about their effectiveness and feasibility. Special emphasis should be given
to the reduction of risk factors in children, especially those whose parents
or siblings have high blood pressure or developed cardiovascular disease at an
early age. Periodic monitoring of blood pressure should be encouraged and
appropriate measures taken if blood pressure 1is creeping up. 1t should be
underlined that various risk factors, especially high blood pressure, smoking,
elevated blood cholesterol levels and diabetes mellitus, add to or compound
one another in the development of, and mortality from, cardiovascular

diseases,

Because high blood pressure is more common in families of hypertensives,
special attention should be given to them and to persons who demonstrate a

tendency toward elevated blood pressures at an early age. The control of

4 W,H.0. Scientific Group, Primary Prevention of Essential Hypertension,
Technical Report Series 686, World Health Organization, Geneva, 1983, p.
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obesity has particular appeal, despite the difficulties of losing weight and
keeping it off, because of the association not only of weight' with blood
pressure, but also with diabetes and elevated blood cholesterol levels. The
1982 WHO Expert Committee Report on the Prevention of Coronary Heart Disease
quotes data suggesting that the new occurrence of high blood pressure in
adults might be reduced by as much as one—quarter in some black populatiocns,
and by as much as one-half in some white populaticns, through the control and

prevention of overweight.

The major responsibility for the control of high blood pressure will
remain with private physiclans, especially general practitioners with whom
about 90 per cent of physician/patient contacts are made for the care of high
blood pressure. However, the public health system, the worksite, and various
voluntary and professional organizations can assist physicians in their task.
Such a comprehensive and coordinated .approach, which incorporates efforts to
prevent as well as control high biﬁod pressure, should have the following

objectives:

to improve public awareness of, knowledge of, and skills
for dealing with, the continuum of blood pressures from
aceeptable to unacceptable levels, the ecauses,
eonsequences and control of "high" blood pressure and the
control of other risk factors for cardiovascular disease;

to inerease the numbers and proportions of persons who
know their blood pressures and are able to identify and
take aetion on faetors that may contribute to increases;

to reduce the numbers and proportions of persons who
develop unacceptable levels of blood pressure;

to 1inerease the numbers and proportions of persons
requiring medical treatment who are brought under care;

to inerease the numbers and proportions of persons
requiring medical treatment who remain under care; and

to decrease the numbere and proportions of personse with
uncontrolled high blood pressure in the population.
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An essential element in achieving the above objectives is the widespread
avallability and accessibility of means for checking blood pressure, whether
this is dome in physicians' offices, hospitals, public health units, the
workplace, community screening programs, or at home. This allows individuals
to monitor their blood pressure to determine if they are "normal" naturally or
because of treatment, and to detect whether they are "abnormal"” because they
are not receiving treatment or are not receiving adequate treatment, The
Connecticut High Blood Pressure Program has demonstrated the value of

hypertension control based on widespread screening for these purposes.

The proposed cooperative approach to the prevention and control of high

blood pressure should have four basic strategies:

Education - for the public at large, health professionals
and patients. It should inelude ereating awareness, the
importance of lifestyle, and the vreduction of risk
faetors, the poesibilities -of prevention, the value of
early detection and life-long compliance, and monitoring
as part of a "Know Blood Pressure; XKnow Your Blood
Pregsure” program;

Bringing Into Care - which includes detection and linkage
to diagnosis and treatment for newly discovered
hypertensives or those who have been lost to follow-up,
and the professional education and training and the
development of facilities needed to achieve this;

Surveillance ~ which includes the development of various
systems and techniques for monitoring blood pressures
utilizing health professionals, volunteers and, as much as
possible, existing facilities; and

Maintaining Under Care ~ which inecludes systems that would
provide the necegsary follow-up, recall, and other
assistance with compliance and the professional education
and training and the development of facilities needed to
achieve this.

To facilitate the development of the cooperative approach among various
segments of the health services system and the implementation of the four

basic strategies, two supporting strategies are needed:
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Coordination and Communication - which includes the
i coordinating mechanisms and exchanges of information
1 needed to develop and implement effective and efficient
| programs to prevent and control high blood pressure; and

é Knowledge Development, Research and Evaluation - »hich
includes acquiring the information and data base required
for planning, program development and evaluation.

Because of the unsatisfactory levels of high blood pressure control in
Canada, emphasis must be given to the strategies of Maintaining Under Care and

g{ Bringing Into Care, in that order.
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STRATEGIES FOR A CANADIAN PROGRAM

EDUCATION

The program advocated in this report has as one of its components the
development of education programs for the public, for professionals and for
the patient. The objectives of such programs are to promote awareness and
knowledge of blood pressure, and factors associated with it; and to motivate
professionals, organizations and the public at large to imstitute measures for

the prevention and control of high blood pressure.

The individual is being recognized as a primary health care resource, and
behaviour and lifestyles as principal determinants of health. There is
increasing support for the concept Ega; persens can and should assume personal
responsibility for their own health and well~being. As a result, there is a
trend toward emphasizing self-help by an active, informed and effective

participant in health promotion and disease prevention.

Information alone cannot change behaviour. However, without knowing what
to do and how to do it, one cannot act. Therefore, it is mnecessary to make
the facts known as well as to seek methods to motivate people to act on
knowledge gained. As hypertension is a major health problem, governments and
health professionals have a responsibility to take the initiative in providing

individuals with the necessary knowledge.

Successful programs for the control of high blood pressure have been
instituted in the United States. In 1972, recognizing the serious conse-
quences of widespread, uncontrolled high blood pressure, a large scale multi-

disciplinary program was launched. It was named the National High Blood



- 28 -

Pressure Education Program. It has as one of its goals, "increasing public
awareness of the problem of hypertension,"? Since the program was intro-
duced, there is evidence that the number of hypertensives is declining, and

individual awareness of elevated blood pressure has increased.

Accomplishments in controlling hypertension in the United States are an
incentive and challenge to Canada. The Ontario Council of Health recommended
that community-based hypertension programs focus upon publiec and professional
education and motivation. The Canadian Hypertension Society advocates that a
nation-wide program to improve the control of high blood pressure should also

include the education of the general publiec.

For these reasons, it is advocated that education programs become an in-
tegral part of efforts to prevent and control high blood pressure in Canada.
Such programs should be addressed to the.public, health professionals and the

o

patient.
Public Educatiom Programs

Public education programs are probably best accomplished through well
planned and coordinated strategies developed by inter-disciplinary commit-
tees. Persons from various levels of government, professional associatioms,
voluntary health organizations and consumers should be involved. Under the
broad umbrella of a comprehensive plan, all groups and individuals can comple-

ment each other's activities in blood pressure education.

Education programs are seen as long-term activities to impart general
knowledge about blood pressure. They include: its measurement, persons at
risk, effects of untreated high blood pressure, underlying risk factors such

as obesity, excessive salt intake and alcohol, interactions with other risk

5 Ward, G.W., The National High Blood Pressure Education Program: An Example
of Social Marketing in Action, Department of Health and Human Services,
U.S.A.
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factors including oral contraceptives and smoking, and measures that can be
taken to influence lifestyle and reduce the odds of developing cardiovascular

disease.

There is a lack of Canadian educational materials on high blood pressure
in either official language. Some are distributed by the Canadian Heart
Foundation and its affiliates, and by the Kidney Foundation of Canada, and
some can be obtained from pharmaceutical firms. Excellent materials covering
a wide wvariety of needs are available from the United States Government's
National High Blood Pressure Education Program. These could be used in Canada
pending the development of Canadian materials. To avoid duplication and to
reduce costs, coordination between federal and provincial departments of
health, and involvement of voluntary organizations, should be encouraged to

facilitate the design, production and distribution of materials.

Marketing, that is the delivery of the message so that it reaches the
target groups at risk, requires wvarious channels of communication. Mass
education programs are one way to get the message out, create awareness about

blood pressure and encourage changes in lifestyles.

News media, television, radio, community groups and health fairs can
reach a large segment of the population. Other avenues are local health
units, worksites and schools. This type of marketing of education has proved
successful in the United States National High Blood Pressure Education Program
and such activities as the Community Health Improvement Program in
Pennsylvania. BExcellent guidelines for the development of strategies can be
found in the Community Guide to High Blood Pressure Control prepared by the

United States program,
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Local health units have the professional resources and mechanisms for
reaching groups within the community. High blood pressure must be considered
a2 community health problem. The individualized medical care approach should

be augmented by a public health outreach,

The worksite is an ideal setting for reaching individuals. Over half the
adult population is involved in work-related activities. A program at the
worksite can provide benefits to both employers and employees. A demonstra-—
tion project carried out for the Ford Motor Company, Michigan, is an excellent
one and it concluded "that the cost-effectiveness of ongoing hypertension
control intervantions justifies implementation of these programs  at

worksites."0

The American Heart Association and the Blue Cross/Blue Shield of Maryland
have excellent guidelines for worksite hypertension programs. The worksite
has the advantage of easy access tg‘;people, convenient facilities, good
communication channels and some staff health personnel. In Canada, there are
a large number of physicians and occupational health nurses working in a
variety of work settings. Responses to the questionnaires indicated that some
are already involved in blood pressure programs, including education; many

more see this as an area that can be expanded.

Schools provide an excellent arena for developing awareness. By incor-
porating a blood pressure education program into the school health and/or
science curriculum, one can create awareness, provide information and promote
healthy lifestyles among young people. School awareness programs also have
the potential of reaching large portions of the population as students carry

the message to family and community groups.

6 Exrfurt, J.C. and Foote, A,, Hypertension Control in the Work Setting,
Final Report, University of Michigan, Ann Arbor, 1982.
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Professional Education Programs

Poor compliance with prescribed medical regimens has been demonstrated as
one of the major contributing factors in the failure of individuals to achieve
satisfactory, long-term blood pressure control. Primary care physicians, as
the main therapists for high blood pressure, carry the major portion of the

responsibility to deal with this issue.

Improved programs of undergraduate and continuing education for
physicians appear to be required. 1In its May 1982 Workshop on The Status of
Hypertension in Canada, the Canadian Hypertension Society concluded there was
a discrepancy between the limited time spent on teaching about hypertension to
medical students and the considerable time spent by the general practitioner
in treating the disease. It was also reported at the workshop that physi-
cians' knowledge of the management of hypertension is negatively correlated
with time since graduation. The';urricula of medical schools, therefore,
should be examined and changed where necessary to ensure that medical students
receive appropriate instruction on high blood pressure control. This educa-
tion should not only provide basic knowledge and help develop technical
skills, but also emphasize the role of the physician in prevention and
control. Continuing medical education should update doctors on changing indi-
cations for treatment and on standards of care for this problem. Medical
associations and university medical faculties should be encouraged to take the

initiative in this regard.

Although primary care physicians have the main responsibility for the
management of high blood pressure in this country, the involvement of other
health care professionals is important and should be encouraged, Various
health care providers need to be cognizant of blood pressure and skilled in

measurement techniques. Stress must be placed on the importance of life-long
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control. Unless health care providers are adequately trained and informed and
realize the importance of passing their knowledge to others, significant

opportunities to improve the situation can be lost,

Patient Education Programs

Education is an essential part of patient care. Providing individuals
with knowledge about blood pressure enables them to become active participants

in control of their condition.

Standards for patient education programs are required as well as various
types of educational materials. The message should be straightforward and
easily understood. It should include information about symptoms, complica-

tions, medications, other measures sueh as diet, exercise, quitting smoking,

I’).

the importance of compliance and the need for regular follow-up. Patients and
family should know that while high blood pressure is rarely cured, it can be
controlled, They should realize the serious consequences of uncontrolled high
blood pressure and that they cannot rely on symptoms to alert them to eleva-
tions in blood pressure. Important aspects of programs include the learning
atmosphere, content of a program, and the involvement of family in giving

support to the patient and helping in compliance.

Individual teaching is important, but there is a trend toward group
sessions. In addition to more efficient use of professional time and
regsources, some patients may learn better by being group members and thereby
become more committed to making and maintaining changes., A multidisciplinary
approach may assist in fostering patient learning, as each health professional

contributes a special skill and expertise in meeting the needs of the patient.
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Health professionals have a responsibility for education and support of
patients with high blood pressure on an individual baeis. Organized group
programs can be developed in hospitals, at worksites or in local health
units. The goal of all education is to help the individual keep his or her

blood pressure under control.
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BRINGING INTO CARE

Public awareness of the significance of high blood pressure as a risk to
health, and of the need for regular blood Pressure measurement is essential.
However, awareness education by itself is of limited value unless there is a
mechanism for detecting those with high or potentially high blood pressure.
Accordingly, a community program should include methods complementing efforts

of physicians to bring those who require it into care.

The process of "bringing iunto care"” depends on the following elements:

appropriate blood pressure measurement sites s eastily
accessible, e.g., physician's office, worksite, publie
health elinie;

accurate blood pressure measurement(e);

awareness by health professionals of the significance of
blood pressure levels;

effective communication of the blood presgure reading and
ite significance to the idividual; and

an undertaking to accept responsibil ity either to:

provide the evaluation, therapy, maintenance and
surveillaonce necessary for blood pressure control; or

refer ithe personm to an appropriate source for care,
ineluding follow-up to determine that linkage has
occurred.

High blood pressure meets the criteria for early disease detection as
enunciated by Wilson and Jungner and by Whitby. Benefits of well designed
screening programs on awareness, detection and linkage have been demon-
strated. In the United States, during the past ten years, a variety of

community and state-wide control programs utilizing mass screening have been
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developed. 1In Connecticut, for example, from 1974 to mid 1982, more than one
million persons were screened and the unawareness rate for high blood pressure
fell to eight per cent. Small community population screening has been

demonstrated to be effective in Saskatchewan and Newfoundland.

In Canada, as a whole, the application of blood pressure screening
programs to date has been discouraged because of concerns about ineffectual
linkage and the potentially adverse effects of labelling which has been
demonstrated in Eastern Canadian metropolitan worksites. Nonetheless, there
is little evidence for an effective alternative to targeted community
screening if reasonable objectives are to be achieved within a foreseeable
time-frame. We are convinced that, as a minimum, periodic screening of high
risk and hard-to-reach groups is necessary, and linkage with treatment and

follow-up is essential.

P

It is likely that improvement in blood pressure detection by primary care
physicians may be anticipated within the context of coordinated community
programs. While this stimulus to improved high blood pressure detection by
the primary care physician is important, other strategies are required if
detection efforts are to be optimized, particularly among those who rarely
seek the services of a physician. Blood pressure measurement of siblings and
children of those with high blood pressure should be encouraged. Medical and
nursing staffs of hospitals and emergency departments should be encouraged to
identify and refer to a source for care those with suspected or uncontrolled
high blood pressure. Physicians and nurses associated with industry and with
community health clinics, as well as health facilities within schools and
universities, should be encouraged to identify and refer to a source for care
those with suspected or uncontrolled high blood pressure. Programs of public

and professional education will aid the detection process.

It should be evident that an accurate blood pressure measurement is but
one step in a process whereby those with elevated blood pressure levels are
brought into care. 4 single, random, elevated blood pressure measurement

requires further evaluation to determine the significance of blood pressure as
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a risk to health in the individual. While emphasis has been placed on the
need for public education, it is equally important to modify an attitude of
uninterest in those professionals who, on determining that the blood pressure

is elevated, take no action.

There is a multiplicity of standards for diagnosis of high blood
pressure, along with a reluctance t¢ label as hypertensive those who may not
require pharmacologic therapy. These factors may hinder or confound efforts
at community control. Accordingly, the consistent use of a standardized
definition for high blood pressure (the cut-point between normality and
abnormality), arbitrary though it may be, is essential for initiating the
process of long-term wmonitoring and management of those with high blood
pressure. Therapeutic decision-making requires clinical judgement and must be
individualized. However, the identification of those at risk should be
independent of a need for pharmacologic .therapy.

Although the prevalence of hypertension is high in the elderly, blood
pressure does not necessarily rise with age. Acceptance of high blood
pressure and cardiovascular disease as anticipated and natural accompaniments
of the aging process is pervasive. Systoelic hypertension, in particular, is
often ignored, although at any level of diastolic pressure, the risk of stroke

rises with increasing systolic pressure.

Blood pressure reduction by pharmacologic means in those with moderate or
severe hypertension is acknowledged to be beneficial and contributes to the
reduction in cardiovascular and renal morbidity and wmortality. While the
benefit from blood pressure reduction may be equivocal or absent in sonme
subsets of patients with only slightly elevated blood pressure, the benefit of
appraisal, counselling, surveillance and periodic re—-exzamination accrues to
all. There are those who may be candidates for nonpharmacologic therapy, or
interventions to modify other risk factors such as high lipid levels and
cigarette smoking. Only through periodic re-examination will those patients

expected to progress from mild to more severe hypertension be recognized so
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that pharmacologic therapy will be initiated prior to the occurrence of
complications. The development of target organ damage in persons with
uncontrolled or suboptimally controlled hypertension represents a failure of
the health care system 1in the identification, linkage, therapeutic or

maintenance components of blood pressure control.

In some circumstances, there may be reason to believe that detection and
linkage may not be followed by a vigorous treatment regimen, or with adherence
to pharmacologic recommendations. Efforts at blood pressure control might
then be staged. Selective screening programs would be initiated only
following the clear demonstration that effective high ©blood pressure

management and maintenance under care is available.

Community screening requires careful planning. Linkage is important and
the adverse effects of labelling may be real. However, such effects may not
be universal and are likely preventagie. Unquestionably, needs in major urban
centres and rural communities will be different. The design of programs for
high blood pressure detection is not likely to be uniform across the country.
A mix of strategies will be required, and a variety of unique programs should

develop within a common framework for coordination and action.
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SURVEILLANCE

The health-care system, which for the most part is crisis-oriented, is
not optimally focused on health maintenance. On each occasion that a visit is
made to a physician, or a hospital emergency or out-patient department, the
blood pressure should be measured and recorded, and the values provided to the

patient,

Since uncomplicated hypertension is wusually unaccompanied by symptoms,
optimum prevention of cardiovascular and renal disease necessitates blood
pressure measurement at regular intervals throughout life. While the family
physician should play the key role inm high blood pressure detection, reliance
for blood pressure determination solely on the caprice of intercurrent acute
illness is unlikely to be an effective strategy for population surveillance,

While the prevalence of hypertéﬁéiom in children is low, blood pressure
should be routinely measured in children. It is important to recognize those
whose blood pressure lies beyond the ninety-fifth percentile, since blood
pressure levels in children tend to follow a track. The higher the blood
pressure in youth, the more likely it is that hypertension will develop in
middle age. Accordingly, such children require surveillance and annual

re—examination.

For those persons fortunate enough to vremain well, blood pressure
surveillance solely by physicians may be hit and miss, costly, time-consuming
and inconvenient. The public should have access to convenient, regular
(probably annual) blood pressure measurement. Blood pressure surveillance can
be carried out in physicians' offices, at worksites, in health units, and in
hospital emergency and out—patient departments. These can be ideal places for
blood pressure surveillance and the determinations may be made either by
professional staff or trained wvolunteers. Physician dinvolvement 1in the

development of such surveillance programs would help assure linkage to care.
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The development of permanent blood pressure surveillance sites, and the
promotion of regular blood pressure surveillance, would complement
case—finding in physicians' offices. The need for population screening may
thereby be minimized. Blood pressure surveillance sites would also provide a
convenient and appropriate locus for public education regarding cardiovascular

disease risk factors in general and high blood pressure imn particular,

Whenever a clearly elevated blood pressure is recognized, referral to a
physician should be recommended with appropriate follow-up strategies to
ensure that linkage has occurred. If the blood pressure reading is normal,
the result should be recorded and the individual advised to obtain another
measurement in one year's time. Where borderline values are found, more

frequent surveillance might then be recommended.

Blood pressure surveillance sites, if developed, should operate within
AR

the framework of community blood préssure control programs,
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MAINTAINING UNDER CARE

Maintaining under care thoge individuals whose blood pressure has been
found to be elevated above clinically acceptable limits is an essential
component of community programs for the control of high blood pressure. It is
by emphasis here that a control program will have the greatest impact. Unless
individuals continue adequate treatment, resources expended in detection,
linkage, diagnosis and evaluation are wasted. Emphasis on this phase of a

control program is probably the most cost-effective maneuver.

Poor compliance is one of the major contributing factors in the failure
of individuals to achieve satisfactory long-term blood pressure control. Some
studies have shown that many patients who are placed on treatment will
discontinue treatment within 12 months. Of those who remain on therapy, many

will not take enough of their medication for adequate blood pressure control.

I’ .

Compliance, for the purpose of this report, can best be defined as the
extent to which patients will adhere to prescribed medical regimens, whether
they be keeping appointments, taking medications or adhering to healthy
lifestyles. Why people fail to comply is not clear. However, the common lack
of symptoms of high blood pressure appears to contribute significantly to the

problem.

Clinicians have long recognized the silent nature of this condition in
which individuals, more often than not, feel well even with marked elevations
of blood pressure. They usually suffer no pain, no disturbance of motor
function, none of the usual signs and symptoms which motivate pecple to seek
consultation and treatment from a physician. To further complicate matters,
such an individual, once diagnosed and placed on therapy, may feel worse for
the experience, because of the side effects of drugs or difficulties in losing

weight or controlling salt intake.
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Primary care physicians, as the principal therapists for high blood
pressure, carry a major portion of the responsibility for improving
compliance. To achieve this, they must be aware of the extent of the problem

and be provided with knowledge of strategies for corrective action.

Canadian research has contributed substantially to understanding this
aspect of high blood pressure control. Educational programs designed to bring
this information to the primary care physician are essential. Emphasis should
be placed on detectiom, diagnosis and treatment, while at the same time,
stressing that intervention to dimprove and maintain compliance 1is often

required as long as there exists the need to treat high blood pressure.

Periodic surveillance of individuals with high blood pressure is
essential for improved patient compliance. Patient recall systems are seen as
a mechanism for achieving such monitoring. They are also seen as part of a
comprehensive program for the 10néiterm follow~up of individuals with high
blood pressure. Depending on the nature and extent of the program, follow—up
systems could vary from the simple monitoring of missed appointments in the
doctor's office to a sophisticated, computerized network operating on a
provincial basis, perhaps through provincial medical care plans. A
computerized hypertension registry is an integral part of the high blood
pressure control program in Connecticut, U.S.A. This system is able to notify
individuals who have missed appointments. Enrollment in this system is
voluntary and measures have been taken to ensure the confidentiality of
patient information. Recall systems, although desirable, need not be of the

magnitude of the one in Connecticut.

Since the majority of Canadians use the health care system on an annual
basis, it has been assumed that detection, linkage, treatment and follow-up
will occur automatically. Clearly, this is not happening. Physicians'
offices are bﬁsy, crisis—oriented centres where patients come with problems or
complaints of an acute nature. This environment appears not to be conducive

to the Ilong-term follow-up of patients who feel well. Most doctors'
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offices do not have recall systems for missed appointments. To focus all
efforts to control high blood pressure in the primary care physician's office
may not be consistent with the realities of family practice. The less than
optimal results which have occurred to date appear to result at least in part

from asking more of the primary care system than it can realistically deliver.

It is recognized, of course, that primary care physicians have the key
role in high blood pressure control, particularly with regard to diagnosis and
ongoing treatment. However, the United States’ experience has demonstrated
that, imn many instances, high blood pressure control cannot be adequately
accomplished by the physician alone. High blood pressure control must be
regarded as a community health problem. It requires a coordinated, multi-
disciplinary approach which encompasses various levels of government, health
care professionals, voluntary health organizations and the public. To be
successful, a control program must have a broad base of involvement and
support. What follows are suggestions'-‘on how elements of the present health
care system can become integral components in the long-term follow=-up of
individuals with high blood pressure. It is realized that modifications may

be required to suit local needs and conditions.

Involvement of provincial health departments is needed for successful
long-term high blood pressure control. They have well developed,
organizational structures which are geared to community programming, staffed
by a wide spectrum of health care professionals including doctors, nurses,
nutritionists, health educators and health planners. For public health to
take a lead role in high blood pressure control would represent a major shift
from the prevention of acute disease to the prevention of chronic disease, a

change in emphasis which is overdue.

Local health units could develop a close liaison with primary care
physicians for the continued surveillance of individuals with high blood
pressure. The community health nurse is seen as being instrumental in this

task. Central to the program would be community outreach, with the
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establishment of formal referral networks between private physicians and local
health departments. ~Involvement would be on a voluntary basis with the
consent of all three parties concerned--the patient, the doctor and the health
department. The nurse would operate under the guidance of the ptivate

physician within the overall framework of an agreed—upon program protocol.

Local health units would assist, upon request, in the regular follow-up
of patients with high blood pressure. This could be carried out in the home
or in clinies. Health departments have the resources and staff to institute
effective recall systems and other measures to improve compliance. If found
to have a blood pressure which was unacceptable, the patient would be referred
back to the physician for examination. Within an environment which emphasizes
prevention, health unit staff could address other risk factors as well as high

blood pressure.

The worksite can effectivelyf/barticipate in maintaining persons under
care. There are many successful worksite programs operating in the United
States. The questionnaires to organizations and individuals in Canada
revealed a high degree of interest in becoming involved in high blood pressure
control in the Canadian work place. The response also indicated that many
large and small industries have occupational health services. Some have blood
pressure contrel programs. Most provinces have a group of health care
professionals, mainly nurses, working in the occupational health field. The
enthusiasm shown in their responses should be encouraged and the necessary

assistance with planning and literature be provided.

Soliciting the cooperation of these professionals is, of course, central
to the development of a program at the worksite for the maintenance of care of
individuals with high blood pressure. Regular monitoring of blood pressure on
referral from the patient's physician can occur with minimal disturbance of
the normal work routine. TFor this to come about, an agreed-upon protocol is

required which encompasses testing procedures, data collection, and recall
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based on a confidential health record system. Both management and labor
should be encouraged to support such programs, with care heing taken to assure
individuals with high blood pressure that participation will not affect their
employment. Apart from the monitoring of blood pressure, the worksite would

serve as an area to institute educational programs.

Some research into blood pressure screening at the worksite has raised
concerns about adverse effects of labelling and increased absenteeism. These
concerns are not shared by those operating worksite programs which have become

well established in the United States.

In addition to worksite programs, Canadian control efforts might involve
other major groups of health care providers not usually associated with high
blood pressure, namely the pharmacist and the dentist. Both these
professional groups have an opportunity to favourably influence the long-term
follow-up of individuals with high biagd pressure., The pharmacist is in a
unique position to educate on compliance issues and reinforce the physician's
message to patients, particularly regarding dosage regimens and side effects
of medication. By monitoring and displaying an active interest in a patient's
blood pressure, the dentist can contribute significantly to long-term
follow-up and control as well as to the pafient's safety during dental

procedures.

The Working Group would suggest that dental and pharmaceutical
assoclations be asked to support and participate in community-based programs

for high blood pressure control.
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THE COMMUKNLITY RESPONSE

COORDINATION

There is need to develop informed working partnerships at the federal,
provincial and community levels, involving voluntary agencies, professionals
(including professional groups and associations) and governments, whereby
resources are mobilized and organized into effective, continuing programs for

high blood pressure control.

Having acknowledged the propriety of high blood pressure control pro-—
grams, the WHO Expert Committee on Arterial Hypertension in 1978 recognized a
world-wide requirement for a wide range of public actions that would be
adapted to local (i.e., national, provineial and regional) circumstances,
resources and comstraints. Such pfggrams, it said, should be gpecific (i.e.,
adequately focused on hypertension), but at the same time they should form
part of a comprehensive program covering many other important aspects of
health. Further, it indicated that it was essential to have the full

cooperation of health personnel, public health authorities and the public.

In spite of efforts on the part of governments, voluntary agencies,
epidemiologists and other research-oriented physicians, population control
programs for hypertension are not in place in this country. Consequently,
Canadians do not receive maximum benefit from available scientific knowledge
and the striking advances in pharmacologic therapy developed during the past

10 to 20 years.

What is lacking is COORDINATION. TIn the United States, the National High
Blood Pressure Education Program of the National Heart, Lung, and Blood
Institute was initiated on the premise that the primary missing ingredient of
a comprehensive mechanism to control high blood pressure was the coordination

of resources. Thus, the concept of coordination was instituted. In his
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report to the U.S. Senate, Graham Ward, then coordinator of the program, indi-~
cated that preventive efforts can succeed in a cost~effective fashion,
provided that the activities and policies of disparate participants are

coordinated into a whole.

The diverse needs to be met across Canada commend the formation of a
national coordinating mechanism, together with independent provincial
coordinating bodies linking resources of voluntary agencies, mediecal colleges,
and health departments with professionals actively enpaged in the detection
and control of high blood pressure. In densely populated areas, the
development of regional and/or local programs linked with a provinecial body

would appear to be appropriate.

Community programs of population surveillance, high blood pressure
detection and control would thereby be Iinked to activities concerned with the
accumulation, inventory and distributfbﬁ of high blood pressure information,
with the setting of standards, with research and evaluation, together with
programs of awareness and education (public and prefessional) at Ilocal,
provincial and national levels. Enthusiasm for the development of a
cootrdinating council was evident at a meeting held in August 1982, involving a
variety of dinterested agencies, associations and Health and Welfare Canada,

together with the Working Group.

Accordingly, a coordinating body for hypertension control in Canada
should be formed at the national level, with government as a catalyst. A
coordinator would be appointed. Membership might include representatives of
government, professional groups and interested committed voluntary agencies.
An appropriately funded secretariat would be required to support activities of
the coordinating body. Each provincial government should advocate and,
through its Department of Health, actively participate in the formation and

operation of a provincial coordinating group for high blood pressure control.
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ROLES ARD SITES

The main effort to prevent and control high blood pressure, as the term
“community response” implies, must be concentrated in the communities in which
people live, work, worship, play and go to school. An individual may belong
to different communities representing his or her home, place of employment,
religion, choice of recreation or school. Thus, there are a variety of
opportunities to develop effective community responses and a variety of roles

and sites for effective interventions.

Many groups and individuals have potential roles in modifying or
compensating for impediments to the improved control of high blood pressure in
Canada, and there are many potential sites for such efforts. The TU.S.
National High Blood Pressure Education Program has recognized these
opportunities and has successfully -involved a wide variety of health
professionals, as well as citizé;s‘ and other groups, in coordinating
commnittees and programs. Many of these groups have developed their own
programs through their own professional associations or other means. In
addition to nurses and physicians, they include the American Red Cross, Blue
Cross, dentists, optometrists, pharmacists, hospitals, health departments,
employers and employees. Some excellent models have been developed which

could be adapted to Canadian needs.

Priority should be given to the development of programs in two sites
~— local health departments and the workplace. Their purpose would be to

support and assist physicians in improving the control of high blood pressure.

It is proposed that local health departments assume responsibility for
ensuring the development of local coordinating committees, community plans for
the prevention and control of high blood pressure, liaison with and support of
medical and other professional organizations, collection of baseline data on
needs (including surveys of knowledge, perceptions and blood pressures where
feagible), development of community programs, monitoring of changes in the

community and the provision of periodie reports. To act as a focal point
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does not necessarily mean that local health departments should carry out all
or even any of the services required, other than probably those of planning,
coordinating and monitoring. Thus, they should not have to be deterred by
undue concerns about resource implications and other priorities since it would
be possible, with some adjustments, to integrate present efforts into such

activities.

The potential for developing workplace programs has been amply
demonstrated in Canada as well as the United States. Occupational health
nurses are a particularly receptive group and their interest in developing
programs to prevent and control high blood pressure has been shown through
personal contact as well as the special survey. It should be noted that many
occupational health nurses are particularly keen about health promotion, and
some have already initiated programs for lifestyle modification which ecould
have an impact on blood pressure. Iqﬁaddition to this receptivity of the key
health care providers in the workpléGe; the workplace offers the advantage of
being able to reach men, among whom there is a greater prevalence of
uncontrolled hypertension, and who are less likely to participate in programs

at other sites.

The roles of provincial and federal governments and of provincial and
national coordinating committees have been described in the section on
coordination. While local health departments and workplaces should assist in
the provision of services to individuals, governments and coordinating
committees at provincial and national levels should have special
responsibilities for the development of policies, goals and standards,

educational materials, programs and evaluation.

The enthusiasm with which a large number of professional and other groups
have become involved in high blood pressure programs in the United States is a
good indication of the potential for growth of Canadian programs, once a basic

framework is in place.

P
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RESOURCE IMPLICATIONS

It is recognized that new financial resources are not readily available.
It will be necessary for funds for high blood pressure prevention and control
to be obtained largely by realigning other priorities. Rather than being a
problem, this circumstance presents an opportunity in the case of public
health departments to reduce and/or shift resources from some traditional
programs which may not be needed as much as the control of high blood

pressure.

The Working Group sees high blood pressure control as a testing ground
within health departments for increasing emphasis on prevention and control of
chronic diseases, which are today's leading health problem. Restructuring the
work of public health staff and the involvement of volunteer organizations
could help reduce "add-on"” costs.  Similarily, many persons working in the
occupational health field gave the igﬁression that they see possibilities for,
and would welcome, shifts in their priorities to include blood pressure

programs.

Increased budgets are needed for research and data~base development,
coordination, and public, professional and patient education. Due to
increased numbers of persons being investigated, treated and monitored by
physicians, there could also be an impact on medicare costs and costs to drug

plans.

The control strategies recommended in this report, especially assisting
persons with high blood pressure to adhere to treatment, are seen as
cost—effective. It must be remembered that very large sums of money are
already being spent on the treatment of high blood pressure and its
consequences, much of it without achieving the benefit desired. A relatively
modest additional investment would go a long way towards ensuring that better
value is obtained for the large amounts that will inevitably continue to be

spent on this problem.
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CONCLUSIONS

Many Canadians have elevated blood pressures, Many are unaware that
their blood pressure ig elevated, and many who do know do not have it
optimally controlled, particularly males. This situation exists im the face
of the high incidence of patient/physician contacts for high blood pressure
and the significant amount SPent on treatment, and suggests that full value is

not being obtained for money spent,

blood pressure Programs in Canada, which systematically provide detection,
linkage and follow-up on a community scale. There is a lack of educational
materials and literature. There is need for baseline data and information on
current public and professional perceptions and practices, and for standards
and guidelines. Tt ig imperative that these issues be addressed and that
strategies and programs be initiatga( to reduce the consequences of this

leading health problem.

Coordinated action involving governments and professional and voluntary
organizations is crucial to the development of policies and programs for a

comprehensive, nation-wide control effort,

A community approach integrated with, and complementary to, present
measures is required. It would encompass risk factor reduction and control
measures through four strategies: education, bringing into care, surveillance
and maintaining under care. High priority should be given to the involvement
of local health units and the workplace in expanded efforts to reduce the

impact of high blood pressure on the health of Canadians.

The report does not suggest the development of g huge program or the
injection of large sums of money into the health-care system. Rather,
realigning priorities, utilizing existing manpower and facilities, and bring-
ing together appropriate orvganizations would have a substantial effect in

helping control high blood pressure in Canada,
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FINDINGS FROM QUESTIONNAIRE TO ORGANIZATIONS AND ASSOCIATIONS

FINDINGS FROM QUESTIONNAIRE TO OCCUPATIONAL HEALTH NURSES

LETTER TO AND PARTICIPANTS AT NATIONAL MEETING - AUGUST, 1982
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QUESTIONNAIRE TO ORGANIZATIONS AND ASSOCIATIONS
OR HIGE BLOOD PRESSURE PROGRAMS

SUMMARY OF FINDINGS

The hypertension questionmnaire was designed by the Working Group to serve
as a consultation on high blood pressure prevention and control. It was
distributed to a number of individuals and organizations who were perceived to
have an interest and/or role in high blood pressure control in Canada. The
Working Group wished to obtain information on the level and type of control
activity in this country, with particular reference to control programs
operating on a community basis. In addition, the questionnaire was designed
to solicit opinion from respondents on what, in their view, should be done to
control this condition in the future, p

The organizations and individuals who received the questionnaire repre-
sented a variety of disciplines falling into the following categories. For
all organizations listed, questionnaires were sent to national offices as well

as provincial divisions where applicable,

Academic Community - included here were the medical, nursing, pharmaceu-

tical and dental faculties of all Canadian universities where such faculties

exist.

Volunteer Agencies - included here were the Heart Foundations and Kidney
Foundations.

Professional Bodies — included here were provincial medical amd nursing

associations, dental and pharmaceutical associations, The College of Family
Physicians of Canada and its provincial chapters, The Canadian Hypertension
Society, hospital associations and the Canadian Public Health Association,

including the provincial divisions.




Service Agencies -~ included here were the various federal and provincial

health departments, District Health Councils (located in Ontario) and branches

of the Victorian Order of Nurses throughout Canada.
Industry - included here were a number of occupational health physicians
and nurses, plus the directors of employee health programs in a wide spectrum

of industries throughout the country.

Private Physicians - included here were a number of physicians engaged in

private practice. These individuals were generally associated with
universities and have been involved in hypertension research or have expressed
interest in hypertension control through involvement in the Canadian

Hypertension Society.

Seven hundred and forty-eight questionnaires were distributed, with 397
returns, for a response rate of 53 pé%lcent. The selection of the individuals
and organizations to receive the questionnaire was carried out in a subjective
manner. The results of the questionnaire, therefore, may be somewhat biased
in favor of overestimating the level of interest in controlling this condition

in the country as a whole.

TABLE I gives a summary of the programs carried out by respondents over
the past two years. In no case were more than 25 per cent of respondents
involved in programs related to the particular activities on which information
was requested, e.g., public education, follow-up, etc. OFf those who indicated
some programs in these specific areas, only a few had involvement in more than
one area. There were no programs identified which were all-encompassing or
complete, e.g., programs which involved education, detection, diagnosis,
treatment and follow-up. High blood pressure detection was the most frequent
area of control activity, with 25 per cent of respondents indicating programs
in this area, Efforts here primarily involved screening, operating throughout
most areas of the country on a rather ad hoc basis. Some screening was being
carried out on a provincial basis. However, the vast majority was cartied out

in such places as shopping centres or health fairs on a one-time basis.
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Educational programs targeted to patients and/or the public were primarily
confined to printed and/or media material which was being distributed over
limited geographical areas. In some instances, samples of this material
accompanied the completed questionnaire and it would appear that the majority
had its origins in the United States. The professional education Programs
were confined primarily to medical and nursing students. Very few respondents

uwentioned programs targeted to practising health care professionals,

TABLE I

PROGRAHS CARRIED OUT IN THE PAST TWO YEARS
IN THE PREVENTION OR CONTROL OF HIGE BLOOD PRESSURE
(PERCENTAGE OF RESPGNDENTS)

YES, BUT

PROGRAM ACTIVITY YES DISCONTINUED NO

Public Education o1 17.6 445 77.8
Professional Education 21.9 3.5 4.6
Patient Education 23.2 2.8 74.0
High Blood Pressure Detection 2544 6.5 68.0
Diagnosis and Treatment 17 .4 1.5 8l.1
Follow-up 21.7 2.5 75.8
Gther* 7.9 1.3 90.8

*virtually all replies in this category concerned individual research projects

In more specific terms, the invelvement of each individual class or group

of questionnaire recipients can be summarized as follows:

Academic Community - respondents in this group indicated that their

activities were confined to the teaching of the technical aspects of diagnosis

and treatment of hypertension to their students. Some nursing schools had
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sponsored student projects which involved screening on a limited basis as a
community project. However, these were short—-lived endeavors, usually

discontinued after the student project was stopped.

Volunteer Agencies - these groups indicated they were involved primarily

in screening projects and funding of hypertension research to a limited

degree.
Professional Bodies =~ these agencies had little or no involvement in
hypertension control at the present time. The College of Family Physicians

indicated there were some studies carried out in family practices in Ontario
with the help of the college where hypertension diagnosis and follow-up was

incorporated into the study.

Service Agencies - most government agencies are not involved at the

present time in hypertension controif"either at a provincial or a federal
level. This includes health departments, district health councils, the
various central offices of the federal government and provincial governments.
A variliety of nursing organizations, such as the Victorian Order of Nurses and
some nursing departments in health units who did respond to the questionnaire,
indicated that hypertension was one of the conditions for which they followed
patients, usually at the request of a private physician. Some of these
nursing agencies, particularly the Victorian Order of Nurses, had conducted

shopping centre and health fair screening programs.

Industry - respondents of this group indicated that there were a variety
of screening programs with some follow-up being conducted in the workplace.
These efforts, however, did not appear to be well organized and usually took
the form of individual blood pressure measurements on workers, with some
referral to private physicians and some follow-~up if requested by a
physician. Nurses seemed to be carrying out most of this activity. It should
be pointed out that interest in control programs for hypertension at the
worksite was very high among the occupational health groups who returned the

questionnaires.
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; Private Physicians - most physicians who responded to the questionnaire

were speclalists who were involved in hypertension research and/or involved in

hypertension speciality eclinics which dealt with difficult diagnostie and

treatment problems. Most of these physicians were attached to universities

and some did dindicate involvement with community screening projects on a

limited scale,

TABLE I1 and TABLE TII reinforce the impression gained from the data
contained in TABLE I, i.e., little is being planned or carried out to address
the problem of the control of hypertension in Canada in a coordinated and

comprehensive fashion, particularly at a community level.

TABLE II

OTHER ACFIVITIES CARRIED -QHT 1IN THE PAST FIVE YEARS
IN PREVENTION OR CONTROL OF HIGH BLOOD PRESSURE
(PERCENTAGE OF RESPONDENTS)

\

ACTIVITY YES NO NO RESPONSE

Research 20.7 46.3 33.0

I Assessing Level of Blood
Pressure Control in Community 7.6 49.9 42,6

Participation in Task
Force, Etc. lbd.4 45.8 39.8

Preparation of Reports, Etc, 10.1 46,3 43,6

Other Activities 10.3 35.3 S54.4
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TABLE TII

PLAN T0 BEGIN OR EXPAND ACTIVITIES
IN THE PREVENTION OR CONTROL OF HIGH BLCOD PRESSURE
{PERCENTAGE OF RESPONDENTS)

ACTIVITY ' YES , NO , NO RESPONSE
Plan to Begin 15.1 50.9 34.0
Plan to Expand L4.4 48.9 37.0

roles in high blood pressure control.

-

TABLF IV

Detection,

research and follow-up were chosen by a high percentage of

TABLE IV outlines the respondents' views on their role or their organiza-—
public education,
respondents.
Unfortunately, the questionnaire was not designed to correlate these control

activities with the type of organization or discipline of the respondent.

PERCEIVED ROLE OF INDIVIDUAL RESPONDENY OR OWN ORGANIZATION
IN THE PREVERTION OR CONTROL OF HIGH BLOOD PRESSURE
(PERCENTAGE OF RESPONDENTS)

ACTIVITY

]

Control (Broad)
Detection

Prevention

Public Education
Follow-up

Physieian Education
Nursing Education
Research

Funding for Research
Funding for Program
Treatment

Program Development
Coordination

Health Professional Education
Employee Education

™~
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TABLE V summarizes the help required by the respondents to begin high
blood pressure control activities. The highest percentage (28 per cent)
suggested they would require financial support. Qualified personnel and
education materials rank second and third in priority at 21 per cent and 13

per cent respectively.

TABLE V
HELP REQUIRED IN HIGH BLOOD PRESSURE
PREVENTION ARD CONTROL ACTIVITIES
(PERCENTASE OF RESPONDENTS)

HELP NEEDED

N

Research Funding

Research Support

Program Funding

Working Model .
More Publicity (HBP) P
Health Promotion

Coordination

Qualified Personnel

Program Development

Program Evaluation

Education Materials

-

]

L = N L 00~

-

PR PUWDS - WWW

o]

et

TABLE VI summarizes the results of question 14 on the questionnaire.
This question listed the names of a variety of organizations which might have
an involvement in high blood pressure control and lists the types of activi-
ties in which these organizations could be involved. Most of the respondents
confined themselves to this format, using the organizations listed and the

activity example given in the preamble to the question.
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TABLE VI

PERCEIVED ROLES OF VARIOUS ORGANIZATIOHNS
IR THE PREVENTION OR CONTROL OF HIGH BLOOD PRESSURE
(PERCENTAGE OF RESPONDENTS)

ACTIVITY
[ (=1
- 7
e B E c
e legl 2 =D g
g b1 w g o wd
b + -t c e = = 2
e c a ® 8 8 &) B @ S g
g =2 g & L‘ c < E > I’( I
Eel S| 3| 22|52t “lelsl2]|S
»3B| 9 I - B - - £1% S 513 | 5
28l Els| el |kl 812 8|83
el el 3l sl 8212 lels|&|ls8 8
ORGANIZATION
National Health 26.8125.8] 7.8] 4.5 8.1} 1l.4|<1.01<¢1.0! 5.6]10.11 4.,7|<1.0| 3.9
and Welfare -
Provincial Health  [25.7{20.9| 5.9| 6.3|15.3| 4.7|<1.0] 1.6] 6.8 7.6] 1.6lc1.0{ 2.9
Departments
Local Health Units 8.0{123.5] 4.2113.3( 7.6/18.9} 5.1(|10.7f 4.2 1.31¢<1.0l<1.0] 1.8
Medical Associations| 7.2(19.7}28.7! 3.Q{ 3.6]{11.8]14.3| 4.8 2.2| 1.0l<1i.0l 2.01 1.2
Nursing Associations| 7.1]26.1(28,2| 3.5{ 2.4|14,7{ 3.5| 6.0} 3.7{ 0.0| 1.1| 1.5] 2.4
Public Health 12.2135.1119.3} 3.3] 5.7] 9.5{<1.0] 3.5| 4.4] 1.1| 2.5|¢1.0] 1.9
Associatidns
Dental Associations 3.8131.9(33.5{ 2.7| 1.6[22,2]| 1.0] 1.6]<1.0| 0.0l 0.0 <1.0{<1.0
Hospital 11.0128.7|23.4] 3.4] 4.5| 9.4| 6.0| 3.0| 3.4] 3.0 1.0 1.5] 1.9
Associations
Pharmaceutical 6.8137.8131.4] 1.4| 1.4 3.0{ 2.4} 2.7! 1.0 5,71 3.4 2,0] 1.0
Associations
Business 7.8126.6| 3.6] S.7| 3.3{27.8] 2.7 8.4 1
Associations -2 13 1.8) 4.2) 5.7
Union Groups 5.4130.5| 4.1} 1.9] 2.5/12.1 {1.0{ 2.9|£1.0] 2.5 £1.0| 4.8] 5.7




T e
e A

T e

e

- 66 ~—

TABLE VI indicates that a high percentage of respondents feel that the
national and provincial departments of health should be involved in policy and
program development, plus play a role in publie education, coordination and
funding. Local health units were deemed to have a role in public education,
surveillance and detection, plus patient tracking and follow-up. This result
is somewhat surprising in light of the fact that questionnaires were not sent
directly to loeal health units and they were consequently not well represented
among those who returned questionnaires. Professional associations were
considered to have a role in professional and public education and detection
plus diagnosis and treatment. Business, industry and employee representatives
were deemed to have a role in promoting worksite control programs among their
employees and/or union members. All organizations listed were deemed to have
a role in public education by a high percentage of the respondents. One could
contclude from the latter unanimity that public education should be a priority

in control efforts. -

PO

The questionnaire closed with a rather open-ended quesfion, asking for
general comments and opinions. This question was not answered by many. Those
who did reply displayed a wide variety of opinions on the importance of high
blood pressure as a health problem in the country, Some suggested that
hypertension was a severe problem, while others expressed the wview that
hypertension control was not particularly important and should be given a low
priority. A number of respondents indicated that community screening should
not be carried out due to the possibly harmful consequences of labelling
hypertensives, This view was sufficiently widespread to indicate that any
future control programs encompassing screening should address the labeliing

issue.

In conclusion, the questionnaire's results confirm a lack of well
organized, coordinated programs for high blood pressure control in Canada.
This state of affairs was in sharp contrast to the high level of interest
among the respondents in participating in control efforts. One could
conclude, therefore, that efforts designed to mobilize and coordinate existing

resources for high blood pressure control in this country would meet with some

success,
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QUESTIONNAIRE FOR OCCUPATIONAI, HEALTH NURSES
ON HIGH BLOOD PRESSURE PROGRAMS

SUMMARY OF FINDINGS

The questionnaire was designed by the Federal/Provincial Working Group on
the Prevention and Control of High Blood Pressure in Canada and critigued by
presidents of provincial Occupational Health Nurses' Associations. Through
the cooperation of the latter, it was distributed to 2150 occupational health
nurses in nine provinces (there are no occupational health nurses in Prince

Edward Island). The purpose was to find out:

(a) Which types of business or organization are currently employing
occupational health nurses;

(b) To what extent blood pressure .control programs are being
carried out at worksites, an&ﬁ‘what is idincluded in these
programs;

(¢} 1If there are no programs, the reasons and what would be needed
to initiate them;

(d) The opinions of occupational health nurses regarding such

programs.

There was a vreturn of 921 completed questionnaires (43%) which
represented 758 organizations with 1,331,563 employees in eight provinces (one
province did not participate). Organizations were classified in 10 broad
categories. Of these, the greatest response was from manufacturing (36.7%)
and government (31.1%) (See TABLE 1). This would seem to indicate that the
majority of occupational health nurses are employed in these two areas. The
total number of employees served was 889,655. Of this number approximately
50% were men. There were 578 nurses working alone. There were 180
organizations that had teams of nurses, 80.5% of which consisted of 2 to 5

nurses, with 72% of these teams serving organizatioms with 500-5000 employees,
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Out of the 758 organizations where occupational health nurses are
employed, 499 (65.8%) indicated they had some form of blood pressure program.
Of these, 13% were in operation for less than one year, 48.7% had been
functioning 1 - 5 years, 21% functioning 6 - 10 years, and 17.2% for more than
10 years, the latter being in manufacturing (38%) and government (30%)

organizations.

Sixty-eight per cent of manufacturing organizations which employ
occupational health nurses carry out some form of blood pressure program.

These make up 37.9% of total programs reported.

The data in TABLE 2 indicate no relationship between the presence of

blood pressure programs and the percentage of male employees.,

As shown in TABLE 3, of the 499 organizations which indicated that they
carried out a high blood pressure prog;éﬁ, 85.87% included awareness education;
86.6% had some activity of case finding/screening; 85.2% made referrals to
physicians; 90.8% did follow-up of patients with high blood pressure; and

78.8% did some patient education for those with the diagnosis.
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Ninety-three percent of the 428 organizations that had awareness
education as part of their program included other lifestyle factors which
affect one's blood pressure as part of their educational program (TABLE 4).
In addition, many respondents made comments as to the value of blood pressure

programs. These included such things as:

a program opens doors for other health matters;

employees are very receptive;

excellent way to reduce absenteeism and disability and help
those diagnosed;

found programs to be motivation for employees to stop smoking,
ete;

excellent way to communicate re other health risks;

since not ill, good way to access health care for those who
usually don't;

P

should reduce money spent on heafth care in the future.

0f the 758 organizations responding to the questionnaire, 259 (34.2%)
reported that they did not have formal blood pressure programs (TABLE 2).
However, many indicated that there was some contact regarding blood pressure
with employees, such as: I accept referrals; many come voluntarily; is
incorporated into a health promotion program; their blood pressure is taken
when checking hearing and vision; blood pressure done at annual medical

examination; and I disseminate literature, give talks and show films.

One hundred and thirty-four (51.7%) of those without a formal blood
pressure program indicated they plan to institute one. TABLE 5 shows that
85.8% plan to include awareness education, 74.6% plan to -do case finding,
73.9% will establish a referral system, 85.1% will provide follow-up care of

those diagnosed, and 75.4% will institute a patient education component.
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As to resources required to start a program, TABLE 6 indicates that 79.8%
of those planning to start a program would need literature and 54.5% would
need planning assistance. Some of the general comments by nurses included:
we want more involvement by governments for awareness; please send me
information and literature to get started; nurses are in prime position; there
is a great need and recommend it for all health units. It would seem that
money and space are not the major deterrents. These facts point up the need
for a central coordinating mechanism that will provide these types of

resources.

One hundred and twenty-five organizations (48.3% of those without a
program) which employ occupational health nurses do not plan to start a blood
pressure program. TABLE 7 gives a breakdown as to reasons. 38.4% said there
was adequate medical care already available and 25.6% said that management did
not see it as a need. The reasons for’the "no need” were not evident from the
responses. Some of the general comméﬁfs on the questionnaires indicated that
there might be a problem in taking employees from their work to participate in

a program.

The response to the questionnaire was gratifying. It shows what is
already being done across Canada. It points out the potential for more
involvement by an interested and available professional staff. Tt highlights
the resources that are needed by nurses working in organizations. It provides
a baseline for helping to bring high blood pressure under control among

employees In Canada.
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LETTER TC PARTICIPANTS AT HIGH BLOOD PRESSURE
PREVENTION AND CONTROL MEETING — AUGUST, 1982

The Federal/Provincial Working Group on High Blood Pressure is sponsoring
a day-long session to discuss some issues related to the development of

strategies for prevention and control. This will be held at:

The Medical Research Council Board Room
Jeanne Mance Building - 20th Floor

Tunney's Pasture — Ottawa
on: Wednesday - August 4th at 9 A.M.

Mr. Graham Ward, Coordinator, National High Blood Pressure Education
Program of the U.S.A. Department of Health and Human Services, will speak on
the American program and their organized approach through social marketing. A
general discussion will follow.

You or your representative are cordially invited to participate in this
session. The Committee is also most anxious to obtain information regarding
current programs in Canada and hear your views. Would you kindly come
prepared to comment on and discuss the following:

(a) programs currently sponsored by your Association or Institution

(b) your ideas for a national strategy of hypertension control

(c) the need, if any, for a national coordinating committee, its

representation and terms of reference

{(d) other relevant issues
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You may want to present a written brief. This would be most welcome.

Thank you for considering this request. If you would like further
clarification, please feel free to contact Dr. Harold Colburn at (613)
995-714] or myself at (902) 892-1652. Your confirmation of attendance would

also be appreciated.

Sincerely yours,

EBM:BEB Ella B. MacLeod, M.S., Chairman
Federal/Provincial Working Group
on High Blood Pressure

cc Members of Committee

Pr. H. Colburn
Dr. G.E. Sinclair

Dr. D. MacLean
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PARTICIPANTS AT HIGH BLOOD PRESSURE PREVENTION
AND CONTROL MEETING - ADGUST, 1982

Mr. Allan Bierbrier

Associate Executive Director

Canadian Public Health
Association

1335 Carling Avenue

Suite 210

OTTAWA, Ontario

K1Z 8N8

Dr. Nicholas Birkett

Assistant Professor

Department of Clinical
Epidemiology & Biostatistics

McMaster University

1200 Main Street West

HAMIL.TON, Ontario

L8S 4J9

Dr. Jacques de Champlain

Président

The Canadian Hypertension
Society

Department de Physiologie

Faculté de médecine

Université de Montréal

C.P. 6208, Succ. A

MONTREAL, Québec

H3C 3T8

Dr. Claude Delisle
Senior Medical Consultant
Community Health Services
Health Sevices Diréctorate
Health Services and

Promotion Branch
Health and Welfare Canada
Tunney's Pasture
OTTAWA, Ontario
K14 1B4
(representing L'Association des
médecins de langue frangais du
Canada)

-

Dr. George Fodor

Associate Dean

Division of Community
Medicine

Memorial University of
Newfoundland

ST. JOHN'S, Newfoundland

AlB 3Vé

(also representing the Canadian

Cardiovascular Society)

Miss Olivette Gareau
Director
Community Health Services
Health Services Directorate
Health Services and
Promotion Branch
Health and Welfare Canada
Koom 610
Jeanne Mance Building
Tunney's Pasture
OTTAWA, Ontario
K1A 1B4

Dr. Helen Johansen

Health Studies Officer

Non—-Communicable Disease Division

Bureau of Epidemiology

Laboratory Centre for
Disease Control

Health Protection Branch

Health and Welfare Canada

L.C.D.C. Building

Tunney's Pasture

OTTAWA, Ontario

Kla OL2




Mr. Dennis Kealey

Director General

Health Services Directorate

Health Services and
Promotion Branch

Health and Welfare Canada

Room 600

Jeanne Mance Building

Tunney's Pasture

OTTAWA, Ontario

Kla 1B4

Dr. Otto Kuchel

Vice~President

The Canadian Hypertension Society
Institut de recherche clinique
110 ocuest, avenue des Pins
MONTREAL, Québec

H2W IRV

Dr. Richard Lauzon

Director of Public Education
Canadian Heart Foundation

1 Nicholas Street

Suite 1200

OTTAWA, Ontario

KIN 7B7

Dr. Alexander G. Logan
Acting Chairman
Ontario Task Force

on Hypertension
Suite 435
Mount Sinai Hospital
600 University Avenue
TORONTO, Ontario
M5G 1X%5

Dr. Eric Nicholls

Chief

Cardiovascular Disease

Non~Communicable Disease Division

Bureau of Epidemiology

Laboratory Centre for
Disease Control

Health Protection Branch

Health and Welfare Canada

L.C.D.C. Building

Tunney's Pasture

OTTAWA, Ontario

K14 OL2
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Mr. Brian Noel

Director

Finance and Administration
Kidney Foundation of Canada
National Office

1650 de Maisonneuve Blvd. West

Suite 400
MONTREAL, Quebec
H3H 2P3 :

Mrs. Shelley Paris

Director

Medical and Patient Service
Programs

Kidney Foundation of Canada

National Office

1650 de Maisonneuve Blvd. West

Suite 400
MONTREAL, Quebec
H3B 2P3

~ Dr. Donald I. Rice
.~ Executive Director
College of Family Physicians
of Canada
4000 Leslie Street
WILLOWDALE, Ontaric
M2K 2R9

Mr. John J. Vanderlee

Director of Professional
Services

Canadian Nurses' Association

50 The Driveway

OTTAWA, Ontario

K2ZP 1E2

Mr. Graham Ward

Chief

Health Education Branch

National Heart, Lung & Blood
Tnstitute and Coordinator,
National High Blood
Pressure Education Program

Room 4Al8

Building 31

BETHESDA, Maryland, U.S.A.

20205



MEMBERS OF THE WORKING GROUP:

Miss Ella MacLeod
(Chairman)

Director

Division of Nursing

Department of Health &
Social Services

P.0. Box 2000

CHARLOTTETOWN, P.E.I.

ClA 7N8

Dr. Harold Colburn

Director

Health Assessment

Health Services and Promotion
Branch

Health and Welfare Canada

Room 606

Jeanne Mance Building

Tunney's Pasture

OTTAWA, Ontario

K1A 1B4
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Dr. David Maclean
Director

Cobequid Health Unit
P.0. Box 40

TRURC, Nova Scotia
B2N 5B6

Dr. Gerald Sinclair

Professor of Medicine

University of Saskatchewan
and Head

Department of Medicine

Plains Health Centre

4500 Wascana Parkway

REGINA, Saskatchewan

5435 5W9





